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ABSTRACT 
Training and Individual Predictors of Attitudes Toward Serious Mental Illness Amongst 
Clinical Psychology Doctoral Students 
by 
Lauren K. O’Connor, M.A. 
Advisor: Professor Philip T. Yanos, Ph.D. 
Clinical psychologists are grossly underrepresented in treatment provision for individuals 
with serious mental illness (SMI; Roe, Yanos, Lysaker, 2006). Systemic (e.g., emergence of 
managed care) and training-based (e.g., limitations to SMI specific training) factors contribute to 
the establishment of this underrepresentation, while mental health stigma amongst psychologists 
may play a role in perpetuating it. Many individual and experiential factors have been found to 
impact clinicians’ attitudes toward those with SMI (Henderson et al., 2014; Schulzes, 2007). 
Though many of these factors are present and relevant from the beginning of one’s career and 
may involve elements related to training, little research has examined factors impacting doctoral 
students’ attitudes. This study aimed to assess the current state of SMI training in clinical 
psychology and explore factors associated with mental health stigma amongst clinical doctoral 
students. Data was collected in two stages – (1) a national sample of DCTs were recruited to 
provide program level data on SMI training and, (2) students from select programs completed a 
survey on attitudes and associated factors. Bivariate correlations and regression analyses were 
conducted to examine the relationship among four dimensions of student attitudes (stereotypes, 
intended social distancing, recovery knowledge, and restriction of civil rights), with student 
(individual and experiential) and training level factors. Overall, clinical training in SMI has 
shown little to no growth or expansion over the last 10 years (Reddy et al., 2010). When looking 
v 
across regression analyses, recovery knowledge, burnout, and disidentification emerged as the 
most robust and consistent predictors of attitudes. Level of disidentification was found to vary 
across clinical populations, with “a person with schizophrenia” seen as least similar to self, and 
“a person with borderline personality disorder” as least desirable. Other predictors of attitudes 
included clinical interest in SMI, training in acute settings, number of clinical placements 
completed, the presence of SMI focused faculty, and students’ endorsement of professors’ 
stigma. Future research is needed to examine the specific nature of SMI training (e.g., recovery 
model vs. biomedical) and the role this may play in forming attitudes. Further, research must aim 
to establish specific recommendations for training reform and adapt clinician based stigma 
interventions to student populations. 
Keywords: stigma, clinician stigma, mental health, serious mental illness, clinical training 
vi 
Acknowledgements 
This journey would not have been possible without the support, guidance, and love of so 
many. To Dr. Philip Yanos – thank you for your steadfast support and commitment to my growth 
and autonomy. Your passion for mentoring and SMI focused care have served as both motivating 
and stabilizing forces throughout my training. Your openness to my ideas, and your unrelenting 
commitment to actualizing them, are gifts I am eternally grateful for. To my committee – thank 
you for your thoughtful feedback and excitement around this project. Your engagement with the 
material helped breathe life into my final push to the finish line. 
To my motely little crew of a cohort – thank you for your companionship, for the 
laughter and screaming in NB 10.61.02, and for always reminding me to read mass emails. To 
Ahmed – your friendship has been such a special and defining element of this journey. Thank 
you for grounding me, for believing in me, for helping me feel connected in times and spaces I 
needed it most. I’m so grateful to call you my friend and my NYC little brother. 
To Dr. Milissa Kaufman – thank you for seeing me before I saw myself. Your mentorship 
and friendship have meant more to me than you could ever know. To Dr. Paul Rhindress – thank 
you for believing in my heart and encouraging me to lean into the deeply emotional and personal 
elements of this work. You set my clinical curiosity free. To Dr. Jill Zalayet – I found me 
because of you; I could not ask for a greater gift. 
To Alex and Rachel – your friendships have been my constant buoys through the rockiest 
of waters. Thank you for loving me, laughing and crying with me, and tolerating my perpetual 
need for quiet. To my family – thank you for your love, your unwavering support of my 
explorations, and your steadfast belief in my passion and power. I live and breathe this moment 
because of you. And finally, to Kendra – thank you for being such an evolvingly beautiful light 
vii 
for me throughout this journey. You are my calming force, my best friend, my person. I am so 
excited to continue to grow and learn with you. I love you. 
viii 
Table of Contents 
Chapter 1: The Evolving Role of the Clinical Psychologist 2 
Chapter 2: Moving Toward a “Recovery” Model  9 
Chapter 3: Training in Clinical Psychology—The Changing Landscape 14 
Chapter 4: Attitudes of Mental Health Professionals Toward those with SMI 21 
Chapter 5: Merging Clinical Training and Clinician Stigma Research 39 
Chapter 6: Objectives of the Current Study 41 
Chapter 7: Research Design and Methods 44 
Chapter 8: Stage-one Results 58 
Chapter 9: Stage-two Results 64 
Chapter 10: Discussion 84 
References 100 
ix 
List of Tables 
Table 1. Summary of training in serious mental illness (Stage-one) 59 
Table 2. Student participants’ demographic information (continuous variables) 64 
Table 3. Student participants’ demographic information (categorical variables) 64 
Table 4. Participants’ Interest in SMI-related work (Stage-two) 66 
Table 5. Mean Mental Health Stigma Scores for Overall Student Sample 67 
Table 6. Target Ratings for Semantic Differential Scale Adjective Pairs 67 
Table 7. Distribution of Individual Level Variables  72 
Table 8. Bivariate Correlations Between Program Level Variables and Stigma Measures  73 
Table 9. Bivariate Correlations Between Individual Level Variables and Stigma Measures  75 
Table 10. Bivariate Correlations Between Experiential Level Variables and Stigma Measures  77 
Table 11. 
Table 12. 
Summary of Regression Analyses for Variables Predicting Stereotypes 
Summary of Regression Analyses for Variables Predicting Attitudes Toward Civil 
79 
Rights 80 
Table 13. Summary of Regression Analyses for Variables Predicting Intended Behavior 81 
Table 14. Summary of Regression Analyses for Variables Predicting Recovery Knowledge 82 
Table 15. Participants Lived Experience and Personal Treatment Engagement 70 
1 
Introduction to Literature Review 
The following four chapters aim to highlight various factors contributing to the 
establishment and perpetuation of the underrepresentation of psychology in work with people 
diagnosed with serious mental illness (SMI). This “underrepresentation” is defined by a 
comparison of the percentage of psychologists working in settings primarily serving those with 
SMI compared to (1) psychiatrists and social workers in these settings and (2) psychologists 
working in other settings, (e.g., private practice). This underrepresentation is deemed 
problematic for several reasons: (1) psychologists can make unique contributions to this work, 
e.g., bridging research and practice and psychological testing (Roe et al., 2006), (2) attitudes of
clinical psychologists may compare favorably to other sub-disciplines of mental health (e.g., 
Peris et al., 2008), and (3) clinical psychology is failing in its responsibility to serve those in the 
greatest need of high-quality services (WHO, 2008; Levant, 2005). 
First, systemic factors (e.g., the emergence of managed care) are highlighted through an 
examination of the evolving role of the clinical psychologist. Next, training-based factors (e.g., 
limitations to SMI specific training) are examined through a review of training in clinical 
psychology. Through an examination of training factors, the role of mental health stigma 
amongst clinicians toward individuals with SMI is identified as a potential perpetuating factor of 
this underrepresentation. Factors associated with clinician stigma are then reviewed, the 
relationship between clinical training and clinician stigma is considered, and important future 
directions are suggested – namely, the current study. 
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Chapter 1: The Evolving Role of the Clinical Psychologist 
It is important to recognize that a history is not confined by an indisputable beginning 
and end. Rather, it is an interpretation constructed by the historian, based on available or sought- 
after information. Within the United States and Western Europe, history typically consists of 
stories of white cismen, told by white cismen; the history of clinical psychology is no exception 
to this general rule (Weisstein, 1993). Although this section will attempt to incorporate 
additional perspectives and considerations, given the reality of published information available, 
it follows that this review will largely be told through the white cismale lens. 
Similarly, theoretical and empirical literature on serious (or severe) mental illness (SMI) 
is largely dominated by the medical model (particularly within western cultures). The following 
review will attempt to incorporate additional perspectives (e.g., consumer movement), but will 
rely heavily on the understanding of SMI as a group of psychiatric disorders that may result in 
persistent impairment in one’s ability to perform role functions (e.g., employment), care for 
oneself and live independently, and fully engage in rewarding interpersonal relationships or 
leisure activities (Ruggeri et al., 2000). 
Clinical psychology emerged as a profession in the United States in the 1890s. At that 
time, Lightner Witmer, a previous student of Wilhelm Wundt, opened the first psychological 
clinic, where he provided treatment for children with learning and behavioral problems. 
Following the opening of his clinic, Witmer coined the term “clinical psychology,” which he 
defined as “the study of individuals, by observation or experimentation, with the intention of 
promoting change” (Benjamin, 2005). Witmer believed that life’s difficulties were often the 
result of cognitive and behavioral problems – problems for which psychological science should 
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have the means to fix. Steadfast in this belief, Witmer was the first to publicly and forcefully 
speak for the establishment of a helping profession, urging his colleagues to “throw light upon 
the problems that confront humanity” (McReynolds, 1997; Witmer, 1986;1987). 
In the beginning of the 20th century, there was widespread interest in questions of 
psychopathology, and mental health professionals began to reevaluate their roles regarding those 
with mental illness. The Mental Hygiene Movement began, aimed at improving the conditions 
and treatment available to those in state hospitals (though largely ineffective, this movement 
brought greater public attention to these issues) (Morrissey & Goldman, 1986). Additionally, 
psychoanalysis was introduced and began to develop popularity in the United States. While the 
medical model dominated treatment of those with SMI (somatic treatments and hospitalization), 
many began to argue that those with psychosis are also amenable to psychoanalysis (e.g., Jung, 
1907). Upon its introduction to the U.S., some psychologists began to conduct psychoanalysis. 
However, by 1910, psychiatry had taken control of psychotherapy, remaining the primary 
treatment providers for those with mental illness, especially SMI (Buchanan, 2003). Although 
treatment generally remained the role of psychiatrists, the majority of psychologists remained 
employed in academic settings, with only a small portion engaging in mental health service 
delivery. For the few working in applied areas, this work was largely defined by psychological 
testing. 
Toward the end of WWI and into the 1920s, the applied field of clinical psychology 
began a sustained period of growth. Psychologists role within testing expanded to include closer 
ties to treatment, and some psychologists began to provide treatment for military members 
suffering from “shell shock,” (later known as post-traumatic stress disorder). In addition to these 
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war related expansions, psychologists also played a role in producing pseudo-science used to 
legitimize eugenic ideas during this time.1 
Each step of growth for clinical psychology was met with grave resistance from the field 
of psychiatry (Buchanan, 2003). Most specifically, the medical field made attempts to ensure that 
psychotherapy remained exclusive to psychiatrists. Benjamin (2005) has written that clinical 
psychologists “never doubted their second-class status in the field of mental health” during this 
time, while Buchanan (2003) noted that “clinical psychologists were largely relegated to 
subservient roles and remained dependent in the final instance on the benevolence of 
psychiatrists” (p. 149). However, as WWII began, the sacred turf of psychiatry was soon to be 
invaded (Benjamin, 2005). 
The field of psychology was called upon to make recommendations for the use of 
psychology in war, and to develop and administer scientifically-applied psychological services to 
meet the needs of military personnel following the war. Through these efforts, hundreds of jobs 
for clinical psychologists were created and large sums of federal dollars were spent on clinical 
research and training. Throughout the war and in the years that followed, psychologists served in 
myriad roles in Veterans Affairs (VA) Hospitals, including the treatment of those with PTSD and 
SMI (Benjamin, 2005; Buchanan, 2003). 
In the late 1950s and early 1960s, deinstitutionalization occurred, calling for a gradual 
reduction in state psychiatric hospital beds, with the intention of transitioning patients from these 
settings to newly created Community Mental Health Centers (Anthony, 1993).2 The centers that 
opened came with expanded job opportunities for clinical psychologists. With this latest job 
1 Invalid use of culturally biased intelligence tests provided “confirmation” of intellectual inferiority amongst 
marginalized groups (e.g., Blacks and Jews), which were used to support efforts to drastically limit immigration 
(Dowbiggin, 1997). 
2 Though a well-intentioned endeavor, government funding for said centers fell short of need and expectation. 
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expansion, psychologists were now providing treatment in several settings, many of which were 
known to provide services to those with SMI (psychiatric and general hospitals and community 
clinics) (Norcross & Karpiak, 2005; Kelly, 1961). With this shift to community settings, 
psychologists came to dominate the practice of psychotherapy, marking the “golden age of 
clinical psychology” (Benjamin, 2005), and near parity with psychiatrists in the field of mental 
health (Buchanan, 2003). 
Just as psychologists came to dominate this arena, the practice of psychotherapy (then 
dominated by psychoanalysis) for schizophrenia was becoming increasingly rare (Lysaker et al., 
2010). Freud (1957) claimed that those with schizophrenia could not benefit from psychotherapy, 
as they were unable to form an adequate transference relationship with the analyst. Though other 
analysts (e.g., Sullivan, 1931; Searles, 1965) contended this claim, empirical research also began 
to raise questions around the utility of psychodynamic therapy for schizophrenia (Drake & 
Sederer, 1986).3 With these empirical and theoretical doubts raised, psychologists’ role in the 
treatment of SMI faced yet another limitation. 
By 1960, over half of clinical psychologists surveyed by the American Psychological 
Association (APA) were primarily working in hospital or community clinic settings, while only 
17% were in private practice (Kelly, 1961). At first, the field’s migration to private practice was 
slow, with around 600 psychologists in private practice settings through 1980. However, over the 
following two decades, there were enormous shifts in these figures, as the impacts of managed 
care began to set in and “golden age of clinical psychology” quickly came to a close (Benjamin, 
2005). 
3 A later reanalysis of this data suggested some improvements in negative symptoms (Glass et al., 1989). Further, 
more recent meta-analyses have found similar effect sizes for psychodynamic and cognitive-behavioral therapy 
(Gottdiener & Haslam, 2002). 
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Managed care began in the 1950s, but its impact on clinical psychologists was not 
completely felt until the 1980s and 1990s. Though initially established as a means of providing 
uniform medical care to groups of employees, cost containment quickly became the primary goal 
of this system. The impact of these cost containments were greatest in settings dependent on state 
or federal funding (e.g., VAs and community mental health centers), settings which also serve(d) 
as some of the primary mental health providers for those with SMI (Benjamin, 2005; Yanos, 
2005). Further, as Medicaid reimbursement does not differ for psychotherapy services provided 
by clinical psychologists compared to master’s level staff, part of this shift to a more “financially 
conscious” platform included a significant decrease in the number of (higher paid) clinical 
psychologists as treatment providers (Roe, Yanos, & Lysaker, 2006). 
With these changes, clinical psychologists were forced to reinvent themselves once again. 
They began to move to briefer therapy models (e.g., cognitive behavioral therapies) 4, developing 
sub-specialties in other areas (e.g., health or forensic psychology), and increasing their presence 
in private practice (Benjamin, 2005). With these (largely forced) shifts away from work within 
the public sector, the role of psychology in the treatment of individuals with SMI became 
increasingly limited. By 1981, only 34% of psychologists were primarily employed in settings 
largely serving those with SMI (roughly a 16% decrease from 1960), and by 1995, this number 
had dropped to 26% (Norcross, Karpiak, & Santoro, 2005). Concomitantly, the presence of 
psychology in private practice continued to grow, with roughly 30% of psychologists primarily 
working in private practice in 1981 and 40% by 1995 (a 23% jump from 1960). This slow shift 
4 The shift to briefer therapy models was also influenced by a diminished influence of psychoanalysis, the rise of 
empirical psychotherapy research led primarily by non-psychoanalytic researchers, and insurance companies only 
willing to pay for minimal symptom reduction. 
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to private practice represented not only a move away from work with those with SMI, but also 
work with other marginalized groups. 
Heading into the 21st century, these numbers remained fairly consistent. In surveys 
completed by the APA in both 2003 and 2010, 20% of psychologists surveyed were primarily 
working in settings which provide the majority of services to those with SMI. In contrast, in a 
survey completed by the Substance Abuse and Mental Health Service Administration 
(SAMHSA) in 2000, roughly 30% of social workers and psychiatrists were primarily employed 
in these settings (Duffy et al., 2002). Contemporarily, in both 2003 and 2010, 40% of 
psychologists reported primary employment in private practice, while another 40% were 
primarily employed in academic settings (Norcross & Karpiak, 2012). With that, a closer look at 
the data collected in 2010 suggests that a shift may be afoot; compared to psychologists 50 and 
older, fewer members under 50 reported primary employment in private practice (27%). Instead, 
these individuals were more frequently found to work in medical (25%) and academic (48%) 
settings (Norcross & Karpiak, 2012). Although this finding may indicate a shift in trends, it may 
also be explained by a tendency for psychologists to move into private practice later in their 
careers. 
Since the 1980s, the impacts of managed care on the role of the psychologist have largely 
persisted. With that, there has been a renewal of interest in therapy for schizophrenia in the past 
two decades; a renewal largely driven by empirical research produced by clinical psychologists. 
Psychologists have been instrumental in developing and researching empirically based 
treatments for SMI, including cognitive behavioral therapy and modified forms of 
psychodynamic therapy (Lysaker et al., 2010). With that, this research presence has not been 
accompanied by an increased presence in direct service delivery. 
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Summary: Evolving Role of Clinical Psychology in SMI focused work 
Throughout the first half of the 20th century, psychologists established a growing 
presence in clinical work (including that with SMI), culminating in the “golden age of clinical 
psychology” in the 1960s. However, following critiques leveled against the use of 
psychotherapy in schizophrenia and the introduction of managed care, the presence of 
psychology in work with those with SMI became increasingly rare. Concurrent with these many 
shifts in the psychologist’s role, the specific treatments and supports for those with SMI also 
experienced shifts driven by both theoretical and humanitarian forces. The following chapter will 
briefly review historical and theoretical aspects of these changes. 
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Chapter 2: Moving Toward a “Recovery” Model 
Prior to the 1950s, the biological model (defined by somatic treatments and 
hospitalization) dominated treatment of those with SMI (Smith et al., 1993). As an alternative to 
the biological model, some psychoanalysts conceptualized the etiology of schizophrenia as a 
failure to achieve certain developmental stages. As such, some advocated for individual therapy 
focused on increasing psychological understanding and redefining the self-concept (e.g., Fromm- 
Reichmann, 1954; Bleuler, 1950; Jung, 1907). 
However, the first half of the 20th century was also marked by great skepticism 
surrounding the utility of treatment for those with psychosis. German psychiatrist Emil Kraepelin 
drew distinction between manic-depressive psychosis (now referred to as bipolar disorder I) and 
dementia praecox (now referred to as schizophrenia), identifying the latter as inevitably hopeless 
and not amenable to treatment (van Bergen, 2015). Sigmund Freud (1904/1957) agreed, claiming 
that those with schizophrenia were unable to form a transference relationship with the analyst, 
rendering their symptoms unresponsive to psychoanalysis. In the context of these models, many 
mental health professionals came to see those with SMI as inevitably facing poor prognoses, 
with stability seen as the best possible outcome (Lysaker et al., 2010). 
Shifts Following Deinstitutionalization 
Following the implementation of deinstitutionalization, the field of mental health was 
confronted with the reality that the needs and wants of those with SMI stretch beyond symptom 
relief (Anthony, 1993). The importance of comprehensive, community-based services was made 
possible through the emergence of the rehabilitation model in the 1980s, which developed a 
dynamic, multifactorial understanding of the impacts of SMI. This model emphasized that the 
impacts of SMI stretch far beyond the symptoms or impairments of the illness itself, to include 
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dysfunction (e.g., social or vocational skills), disability (e.g., unemployment), and disadvantage 
(e.g., discrimination) (Anthony, Cohen, & Farkas, 1990). Proponents of psychiatric rehabilitation 
argue(d) for a holistic, functional assessment and case formulation that involves supports that 
encompass these myriad consequences (Reddy et al., 2010). Partially guided by insights gained 
from the development of the rehabilitation model, a vision of promoting recovery was now set 
into motion. 
In the 1970s, two distinct concepts of “recovery” in relation to SMI developed from two 
very different forces, namely, psychiatric research and the consumer/survivor movement 
(Davidson & Roe, 2007). From these two forces emerged two (potentially complementary) 
meanings of recovery: recovery from mental illness and recovery in mental illness. 
Recovery “From” 
An understanding of “recovery from” emerged from a series of longitudinal studies 
reporting significant heterogeneity in outcomes for individuals with SMI (e.g., Carpenter & 
Kirkpatrick, 1988) and partial to full “recovery” between 25-65% (Davidson & Roe, 2007). 
Here, recovery was defined as symptom reduction to “a sufficient degree” that the individual is 
able to resume personal, social, and vocational activities “with what is considered a normal 
range” (Davidson & Roe, 2007, p. 461). 
Heterogeneity was also found in various functional domains, both between and within 
individuals over the lifespan. As such, research now supported that SMI was not necessarily a 
lifelong, permanent condition. Instead, recovery was understood as a multidimensional construct, 
consisting of conceptually and empirically distinct, yet related domains; domains in which levels 
of functioning may vary overtime, or when looking across individuals with similar conditions 






Emerging in parallel, the concept of “recovery in” mental illness was born out of the 
consumer/survivor movement (Davidson & Roe, 2007). Beginning in the late 1970s, individuals 
who offered “living proof” of recovery began to speak and write about their experiences (e.g., 
Deegan, 1988). Instead of relying on understandings of recovery rooted in symptom remission, 
those in the consumer movement drew from first-hand experiences of illness and recovery and 
looked to examples set by other marginalized populations for guidance in this process. Through 
this lens, recovery was understood as: 
[A] deeply personal, unique process of changing one’s attitudes, values, feelings, goals, 
skills and/or roles…a way of living a satisfying, hopeful, and contributing life even with 
limitations caused by illness. Recovery involves the development of new meanings and 
purpose in one’s life as one grows beyond the catastrophic effects of mental illness 
(Anthony, 1993, p. 15). 
Similarly, in a recent concept analysis, the defining attributes of “recovery” were 
determined as: individual, meaning, support, hope, relationship, and empowerment (Doğan, 
Mercan, & Yüksel, 2020). With this model, recovery is seen as a multi-component, active, non- 
linear process, involving not only recovery from the illness, but recovery from discrimination, 
self-stigma, personal losses from mental illness, and the iatrogenic effects of treatment settings 
(Leith & Stein, 2020). Similarly, “successful” recovery is not inherently defined by a “changed” 
person, but rather, by conceptual shifts in one’s personal narrative which allow for the 
(re)integration of focuses beyond one’s illness. With the increasing popularity of this multi- 




dimensions of self-esteem, empowerment, self-determination, and psychosocial adjustment (van 
Weeghel,van Zelst, Boertien, & Hasson-Ohayon, 2019; Anthony, 1993). 
When Two (Recovery Models) Become One 
 
Over the next 30 years, these two concepts continued to develop in parallel. Psychiatric 
research has consistently demonstrated that recovery (from) is possible and further, that this 
recovery is at least as common an outcome (if not more common) as severe and persistent 
impairment (Davidson & Roe, 2007). More specifically, studies have shown that approximately 
25% of those with SMI experience a deterioration of functioning over time, while another 25% 
“recovered,” showing no observable signs or symptoms, nor residual impairments from mental 
illness between two and 32 years after onset (Davidson, Harding, & Spaniol, 2005). 
Though these findings may help us to understand the experiences of individuals on both 
ends of this “recovery from” spectrum, we are left with a limited understanding of the experience 
of those in the remaining middle 50%. In addition to this limitation, current experts in the field of 
psychiatric rehabilitation also argue that this perspective does not tap into the personal meaning 
of this process for those with SMI (Mueser et al., 2013; Lysaker et al., 2010). Given these 
limitations, the field of psychiatric rehabilitation has increasingly favored the “recovery from” 
model, recognizing recovery as stretching beyond symptom remission to involve positive 
changes in how one understands and experiences themselves. 
With that, some experts argue that these perspectives reflect complementary concepts, 
representing both outcomes (recovery from) and process (recovery in) (van Weeghel et al., 2019; 
Davidson & Roe, 2007). Cogently summarized, Davidson and Roe (2007) propose that SMI is 




of any care – but is also something that many can learn to manage and live a dignified and 




Chapter 3: Training in Clinical Psychology—The Changing Landscape 
 
In addition to the systemic factors outlined above, experts in the field of psychiatric 
rehabilitation have also outlined the potential role of training factors in the underrepresentation 
of psychologists in work with SMI (Mueser, Silverstein, & Farkas, 2013; Roe, Yanos, & 
Lysaker, 2006). The following section will examine the role of these factors by reviewing the 
evolving approach to training in psychiatric rehabilitation and SMI specific work. 
 
 
Broad and general training remains the hallmark of doctoral program accreditation 
(Collins & Callahan, 2011). With that, over the last two decades, several “specialties” have been 
recognized by the APA, including a specialty in rehabilitation psychology. In considering what 
this training should look like, six key principles have been identified: (1) a curriculum with a 
strong focus on EBPs; (2) strong foundation in research methods; (3) collaboration with the 
public mental health system; (4) mentoring by faculty with experience with, and commitment to, 
psychiatric rehabilitation; (5) clinical training in model psychiatric rehabilitation programs; and 
(6) a program wide philosophy which emphasizes rehabilitation principles (Rollins & Bond, 
2001). 
Despite APA recognition of this specialty and need for more psychologists in this area 
(Mueser, Silverstein & Farkas, 2013; Roe, Yanos & Lysaker, 2006), few training programs 
provide opportunities to master recovery-oriented treatment and research-based practices for 
those with SMI (Reddy et al., 2010). To date, there have been three empirical examinations of 
clinical psychology graduate school training focused on SMI (Reddy et al., 2010; Millet & 
Schwebel, 1994; Johnson, 1992). These studies have each focused on APA accredited programs 




In 1992, Johnson surveyed 165 doctoral training programs. On average, programs 
reported having nine core faculty, three of which had principle interests relevant to SMI (roughly 
33%), and five with at least “some” training and experience in this area. In this survey, nearly all 
programs stated that they included coursework relevant to SMI in their general psychopathology 
course, while roughly 66% offered some form of “specialty training” in this area. With that, only 
8% of respondents reported having a specialty training track in SMI or psychiatric rehabilitation, 
and 26% reported that they would not encourage applicants expressing an interest in this 
population. 
Two years later, Millet and Schwebel (1994) conducted a similar survey of APA- 
accredited clinical doctoral programs, with a 60% response rate. Here, only 14% of respondents 
reported having at least one faculty member with a specialization in SMI, a markedly lower 
figure than Johnson (1992). Roughly 50% of the programs reported offering one course focused 
on SMI, and 10% reported offering more than one. Further, 30% of programs reported that 
courses focused on SMI were offered in other departments, but only 5% of psychology students 
enrolled. 
In addition to research and coursework, Millet and Schwebel (1994) also surveyed 
programs on practicum training. From this line of questioning, they found that the majority of 
training programs had access to at least four settings commonly serving those with SMI. More 
specifically, 90% offered placements at community mental health centers, 81% state psychiatric 
hospitals, 50% VA hospitals, 60% general hospitals, 50% forensic facilities, and 20% “other 
settings,” including rehabilitation centers and crisis centers. Further, 18%-33% of student 
practicum hours were spent working with individuals with SMI and over the course of 5-years, 




exposure to work with this population, roughly 50% of programs reported graduating no students 
with a specialty in treatment of SMI in the previous five years. 
Millet and Schwebel (1994) also assessed training directors’ receptivity to offering a 
concentration or track focused on SMI. Twenty-percent stated they were interested in expanding 
their program in this way, while 65% reported they were not. However, if additional funds were 
provided for said concentration, 74% of directors expressed interest in adding this concentration. 
More recently, Reddy et al. (2010) conducted a similar examination, aimed at assessing 
the strengths and weaknesses of the current state of education and training in this area and 
compare it to earlier examinations. More specifically, this research group aimed to assess 
training and education resources relevant to SMI, psychiatric rehabilitation, and recovery, and 
analyze the degree to which new graduates are prepared and willing to practice in recovery and 
rehabilitation-oriented systems. Clinical directors from 164 clinical doctoral programs were 
invited to participate and responses were received from 111 (68% response rate). From these 111 
programs, 61% reported having one or more full-time faculty who identify SMI as their primary 
research area, academic interest, and/or clinical practice, while 27% reported two or more. 
Further, 42% of programs reported ongoing, externally funded research related to SMI (Reddy et 
al., 2010). 
When considering practicum opportunities, roughly 70% indicated that students could 
receive “exposure” (defined as at least 100 hours) to supervised practicum training in assessment 
and psychotherapy with adults with SMI. However, only 32% reported that students have 
opportunities for supervised training in practices specific to psychiatric rehabilitation (e.g., 




have opportunities for involvement in program management, system administration, program 
evaluation, or service planning for individuals within this population (Reddy et al., 2010). 
Programs were also queried about student exposure (again, defined as at least 100 hours) 
to settings commonly serving those with SMI. Sixty-five percent of programs reported that 
students have access to at least 100 hours of practicum training in outpatient clinics; 55% in 
longer-term inpatient or residential settings; and 51% in short-term inpatient settings. Only 10% 
of programs indicated that students have access to agencies involved with planning, developing 
and/or evaluating services for those with SMI, while 11% reported access to advocacy agencies 
or consumer organizations primarily concerned with this population (Reddy et al., 2010). 
When asked about student access to settings in which “extensive exposure” (defined as at 
least 500 hours) to those with SMI is available, 48% of programs reported access to longer-term 
inpatient/residential settings; 45% reported access to outpatient clinics; 32% reported access to 
short-term inpatient settings; 32% reported access to day treatment centers or rehabilitation 
programs. Of note, programs with at least one faculty member with a specific interest in SMI 
reported 12% more practicum opportunities with extensive exposure, compared to those without 
faculty with this specific interest (Reddy et al., 2010). 
DCTs were also asked about student exposure to skill sets associated with traditional 
medical models versus psychiatric rehabilitation models. Fifty-four percent of programs reported 
that students have “substantial exposure” to skill sets associated with the medical model, while 
only 38% reported this same level of exposure to skills emphasizing recovery and psychiatric 
rehabilitation. Lastly, programs were assessed for use of mental health consumers (individuals 
with lived experience of SMI) in training students in recovery model ideals. Roughly 20% 




perspectives, values and goals; 47% reported “minimal exposure;” and 31% reported “substantial 
exposure” (Reddy et al., 2010). 
“Increasing demand of evidence-based practices” was identified as one main factor that 
encouraged training and education related to SMI. One main factor that discouraged this training 
was a “preference among psychologists for clients with ‘insight’ and ‘motivation for treatment.’” 
This “discouraging” factor was endorsed by more than half of program directors, reflecting 
stigmatizing views that serve as “barriers to incorporating curricula into university training 
programs” (Mueser, Silverstein & Farkas, 2013). Additional factors encouraging training in this 
area included overlap between “traditional” clinical psychology curriculum and recovery- 
oriented curriculum (47%), increasing perception by psychologists’ unique potential 
contributions to this population (41%), and availability of grant funding (37%) (Reddy et al., 
2010). 
Remaining Training Deficits and Potential Contributing Factors 
 
When compared to surveys from the early 1990s (Johnson, 1992; Millet and Schwebel, 
1994), Reddy et al.’s (2010) findings indicate small increases in clinical faculty with interests in 
SMI and suggest that many programs provide some opportunities for research and practicum 
experiences with this population. However, these findings also indicate that many training 
deficits remain, including: (1) the majority of programs do not have faculty expertise in 
treatment of SMI; (2) coursework on EBPs for SMI is generally lacking; (3) clinical training 
opportunities do not typically involve principles of recovery and psychiatric rehabilitation; and 
(4) student interest in work with this population is limited (Mueser et al., 2013). 
 
Further, despite increases in training opportunities focused on SMI, Reddy et al. (2010) 




with a primary interest in SMI (research, clinical, and/or policy) and only 41% reported 
graduating at least one student expecting to engage in SMI specific clinical work. Taken together 
with their findings on access to specialized trainings, Reddy et al., (2010) concluded that “the 
limiting factor is not availability of training, but student career choice.” But what informs these 
choices and how may these decisions be, in part, shaped by educational and training 
experiences? 
Roe, Yanos and Lysaker (2006) considered these very questions. More specifically, they 
considered ways in which both the quantity and form of graduate school training in this area may 
leave students feeling ill equipped or disinterested in this work. As noted by Johnson (1992), 
most clinicians tend to work within their comfort zone, treating clients for whom the methods 
with which they are familiar are appropriate, rather than adapt or expand to new practices needed 
to treat other populations (e.g., individuals with SMI). As many graduate students do not receive 
trainings specific to SMI, psychology trainees may feel overwhelmed by (1) the unique 
challenges posed by working with these individuals (e.g., certain potential behaviors that do not 
lend themselves easily to “traditional” therapeutic dialogue); (2) the degree of systemic 
knowledge needed to provide competent services for those with SMI, and (3) the need to 
coordinate with external forces in the care of those within this population (Roe, Yanos, & 
Lysaker, 2006). 
Additionally, trainees often receive discouraging messages pertaining to work with this 
population. These messages may be driven by attitudes held by professionals trained before the 
recovery era (e.g., SMI is not amenable to psychotherapy), or other negative attitudes that persist 
among mental health professionals today (reviewed in-depth in following section) (Roe, Yanos 




(or a strong belief in the potential for growth and change), trainees may come to adopt these 
stigmatizing attitudes and become discouraged from engaging in work with this population. 
Summary: Training in Clinical Psychology & Work with SMI 
Though broad and general training remains the hallmark of doctoral program 
accreditation, several “specialties” have been recognized by the APA, including psychiatric 
rehabilitation. Despite this recognition and the need for more psychologists in this specialty area, 
few training programs provide opportunities to master recovery-oriented treatment and research 
practices. Despite some increases in availability of specialty trainings in this area, the majority of 
programs are still limited in faculty expertise, coursework on EBPs for SMI, recovery-oriented 
training opportunities, and student interest in work with this population (Mueser et al., 2013). 
One factor that may contribute to several of these remaining limitations is stigma. More 
specifically, stigmatizing attitudes toward those with SMI that persist among mental health 
professionals today. In the following chapter, research on stigma amongst mental health 
professionals will be reviewed in attempts to highlight how these attitudes may serve as a barrier 





Chapter 4: Attitudes of Mental Health Professionals Toward those with SMI 
Similar to the general public, negative attitudes toward those with mental illness are 
endorsed by mental health professionals. Further, these negative attitudes have been found to 
affect quality of care and create additional barriers to recovery for patients (i.e., negative explicit 
attitudes have been linked to poorer patient outcomes [Peris et al., 2008; Gowdy et al., 2003], 
and implicit biases have been linked to over-diagnosis [Peris et al., 2008]). 
Given these significant clinical implications, research has attempted to establish an 
understanding of the scope of this issue and explore factors that may be associated with stigma 
amongst this population. Studies have examined both explicit and implicit attitudes held by 
mental health professionals around the world. The majority of studies have compared these to 
attitudes held by the general public, though other studies have compared them to somatic health 
professionals, undergraduates, and mental health trainees. Further, some studies have aimed to 
examine differences between sub-disciplines of mental health (e.g., psychiatry, psychology, and 
social work). 
Although clinical psychologists play a major role in the provision of mental health 
services, they are underrepresented in the treatment of those with SMI. Possibly driven by this 
underrepresentation, psychologists’ attitudes have not been evaluated to the same extent as 
psychiatrists, nurses, or social workers. Given the scarcity of research specific to clinical 
psychology, this section will review the literature on attitudes held by mental health 
professionals, broadly defined. Within this, special attention will be paid to what is understood of 
clinical psychologists’ perceptions of persons with mental illness. Following a review of 
clinician attitudes, this section will review factors associated with these negative attitudes and 




Stigma Amongst Mental Health Professionals: Facets and Prevalence 
 
The first empirical examination of mental health professionals’ attitudes toward those 
with mental illness was conducted by Calicchia in 1981. Here, Calicchia compared attitudes of 
mental health professionals (psychiatrists, psychologists and social workers) to mental health 
students and non-mental health professionals (teachers, lawyers, engineers) and found that both 
mental health professionals and students evidenced negative views (though less negative than 
non-mental health professionals). Further, attitudes of mental health professionals were more 
negative than those of mental health students in terms of perceived ineffectiveness and 
undesirability, but more positive in terms of understandability. Calicchia (1981) also compared 
attitudes across sub-disciplines of mental health and found that psychologists tended to have the 
most benign attitudes, while psychiatrists held the most negative perceptions of those with 
mental illness. 
Since this original investigation, several additional cross-sectional studies have been 
conducted and two reviews (Henderson et al., 2014; Schulze, 2007) have examined this body of 
literature. This section will be structured around the more comprehensive of these reviews 
(Schulze, 2007), which examined nine studies (each resulting in several publications) of mental 
health professionals’ attitudes toward people with mental illness and organized findings into four 
facets of attitudes: (1) beliefs about treatment, diagnosis and recovery (2) attitudes toward people 
with SMI (stereotypes and social distance), (3) opinions on civil rights, and (4) behavior of 
practitioners in clinical engagement. This section will also include a review of more recent 
studies of these attitudinal dimensions, as well as a review of a more recent “facet” of this 




Beliefs About Treatment, Diagnosis and Recovery. Under this facet, Schulze (2007) reviewed 
research examining mental health professionals’ views toward psychiatric treatment in the 
community and treatment recommendations and beliefs about treatment outcomes. When 
looking across eight studies examining one or both of these “belief” categories, an inconsistent 
picture is presented. Two studies (Kingdon, Sharma, & Hart, 2004; Lauber et al., 2004) found 
that psychiatrists were significantly more supportive of community mental health ideologies 
compared to those in the general public (in the United Kingdom and Switzerland, respectively). 
Four studies investigated beliefs about treatment and outcomes, with results varying from 
quite positive to quite negative. Two studies (Magliano et al., 2004; Kingdon et al., 2004) found 
that mental health professionals had relatively positive expectations for both pharmacological 
and “other” forms of treatment for schizophrenia. However, these studies also identified some 
more ambivalent attitudes toward the usefulness of treatment (e.g. only 28% and 44% believed in 
the “total usefulness” of psychotropics and “other interventions,” respectively [Magliano et al., 
2004]) and recovery (e.g. 40% of professionals held it completely or partially true that “there is 
little to be done” for those with schizophrenia “apart from helping them to live in a peaceful 
environment” [Magliano et al., 2004]). 
Two additional studies, however, found less favorable results. Caldwell and Jorm (2001) 
found that professionals had rather negative attitudes about treatment outcomes and prognosis for 
individuals with schizophrenia and depression (with psychiatrists endorsing the most negative 
views, followed by clinical psychologists and nurses) and Rettenbacher et al., (2004) found that 
mental health professionals were less likely than their patients to judge physical conditions to be 
“worse than schizophrenia.” Further, ambivalent attitudes toward medications were seen 




patients, only 71.4% of psychiatrists and 35% of non-medical professionals stated that they 
themselves would take anti-psychotics if they were to develop schizophrenia (Rettenbacher et al., 
2004). 
Attitudes Toward Individuals with Mental Illness. Schulze (2007) also reviewed studies 
measuring stereotypical beliefs and/or the desire for social distance. Five studies investigating 
stereotypes were reviewed and a similarly inconsistent picture emerged. Two studies found that 
mental health professionals (predominately psychiatrists) tend to reject negative stereotypes such 
as dangerousness, unpredictability, and responsibility for one’s illness (Kingdon et al., 2004; 
Magliano et al., 2004), while three other studies documented that mental health providers often 
subscribe to negative stereotypes – two studies found that professionals associated negative 
characteristics to those with SMI more frequently than positive characteristics (Nordt et al., 
2006; Lauber et al., 2004), while another study found that psychiatrists tended to agree that 
individuals with schizophrenia may be “difficult to talk to” or unpredictable (though overall, 
these psychiatrists’ attitudes were “substantially more favorable” than those in the general 
public; Kingdon et al., 2004). 
Since Schulzes’ (2007) review, four additional U.S. based studies of stereotype 
endorsement amongst mental health professionals have been conducted. Two of these studies 
compared mental health professionals’ (predominately psychiatrists) attitudes to the general 
public and found that professionals were less likely to endorse stereotypes of dangerousness 
(Van Dorn et al., 2005), and more likely to evaluated individuals with schizophrenia and 
depression as “less bad” and “more competent” (though no significant group differences were 




The remaining two studies focused specifically on the nuances within and across groups 
of mental health professionals. Smith et al., (2017) examined various groups of Veterans Affairs 
health care providers and found that psychiatrists and primary care nurses exhibited significantly 
greater negative attitudes toward those with schizophrenia compared to psychologists and mental 
health nurses. In addition, Servais and Sanders (2007) conducted a specific examination of 
clinical psychologists’ attitudes toward individuals with varying diagnoses and found that 
psychologists viewed individuals with schizophrenia as significantly less effective and 
comprehensible than individuals with depression or borderline features, and tended to perceive 
individuals with borderline features as the most dangerous (compared to other clinical groups 
and the general public). Further, psychologists tended to view those with schizophrenia as the 
least similar to themselves, while viewing those with borderline features as the least desirable. 
Taken together and examined alongside the studies reviewed by Schulze (2007), these additional 
investigations paint a similar, inconsistent picture. 
Schulze (2007) also reviewed three studies (Nordt et al., 2006; Van Dorn, 2005; Lauber 
et al., 2004) examining social distance, or behavioral intentions resulting from negative 
stereotypes (Link & Phelan, 2001). Overall, findings from these studies suggest that mental 
health professionals (predominately psychiatrists) exhibit a similar or even greater desire for 
social distance compared to the general population. 
More recently, three additional examinations of desire for social distance have been 
conducted. Similar to Schulze’s findings, Yuan and colleagues (2017) found that Singaporean 
mental health professionals’ attitudes on social distancing closely resembled that of the general 
public, and Smith and Cashwell (2011) found that mental health professionals (and trainees) had 




Cashwell found that this was moderated by professional orientation, with counselors and 
psychologists desiring significantly less social distance than social workers (and non-mental 
health professionals). Similarly, when looking across different groups of VA providers, Smith et 
al. (2017) found that primary care providers and psychiatrists endorsed significantly greater 
desire for social distance from patients with schizophrenia when compared to psychologists. 
Opinions Regarding Civil Rights. Schulze (2007) also reviewed four studies examining 
attitudes concerning restrictions to the civil rights of those with SMI (Nordt et al., 2006; 
Magliano et al., 2004; Lepping et al., 2004; Zogg et al., 2003). These studies consistently found 
that mental health professionals showed little to no approval of limitations to one’s right or 
ability to vote, drive, get married, or have children. Across these studies, mental health 
professionals were two to three times less likely to accept restrictions of individual and political 
rights of individuals with mental illness compared to the general public. 
However, one exception was found: the majority of mental health professionals supported 
the possibility of involuntary admission and treatment of those with mental illness (Nordt et al., 
2006; Lepping et al., 2004; Zogg et al., 2003), with one study finding that clinicians approved 
more strongly of involuntary admission compared to the general public (Nordt et al., 2006). 
Moreover, Lepping et al., (2004) found that psychologists and social workers in England and 
Germany were less likely to favor involuntary admission and treatment than psychiatrists. The 
authors suggest that this effect may be explained by the fact that psychologists and social 
workers are not involved in sectioning procedures within these countries, possibly absolving 
them of responsibility for these admissions and allowing for more harsh criticism of these 
practices. With that, this finding may also represent a true difference in attitudes concerning civil 




Practitioner Behavior in Clinical Communication. Schulze’s (2007) fourth facet of 
research refers to the ways in which mental health professionals communicate clinical material to 
patients. To date, this specific facet is limited, focusing solely on psychiatry, with an emphasis 
on whether psychiatrists inform patients of their diagnosis. From the two studies reviewed by 
Schulze (2007), an inconsistent picture is presented – a Canadian study (Ücok et al., 2004) found 
that about half of psychiatrists do not notify patients with schizophrenia of their diagnosis, while 
a study out of the UK (Kingdon et al., 2004) found that the majority of psychiatrists talked to 
patients about diagnosis and causation. 
Implicit Attitudes of Mental Health Professionals. More recently, examinations of 
practitioners’ implicit attitudes have been examined. In a US study, Peris, Teachman, and Nosek 
(2008) examined implicit attitudes of individuals with “mental illness” (broadly defined) using 
the Implicit Association Test (IAT) and compared these to explicit attitudes (also to individual 
with “mental illness”). The sample consisted of clinical psychology graduate students, 
professional clinicians (majority comprised of psychologists), undergraduate students and the 
general public. Compared to undergraduates and the general public, those with mental health 
training demonstrated more positive explicit and implicit evaluations of those with mental 
illness. This picture is contrasted by a smaller Polish study which found no significant difference 
in implicit attitudes toward individuals who are “mentally ill” between first year medical 
students and psychiatrists and psychotherapists (Kopera, Myszka, & Ilgen, 2015). 
Summary of Findings on Mental Health Professionals’ Attitudes 
 
Looking across these five facets, a complex picture is presented, with practitioners 
demonstrating more positive, similar, or more negative attitudes compared (most often) to the 




attitudes toward treatment and views on patients’ civil rights, their views are comparable to the 
public concerning stereotypes and social distance –facets of the stigma process that have 
significant negative impacts both within and beyond the treatment context. 
Of the studies reviewed by Schulze (2007), nearly 75% reported that attitudes or beliefs 
of mental health providers were either similar to those of the general public, or more negative. 
When looking across more recent studies, a similarly inconsistent picture persists. This finding is 
particularly striking when considered alongside the hypotheses of most studies, which expected 
more favorable attitudes amongst professionals due to increased knowledge and social contact. 
With these hypotheses, professional contact was assumed to have the same positive effect on 
attitudes as personal contact for those in the general public. However, this does not appear to be 
the case. A recent review by Corrigan et al. (2019) proposed a U-shaped relationship between 
stigma and familiarity that attempts to outline this phenomenon. Here, they suggest that public 
stigma initially decreases as individuals move from no familiarity with mental illness to some 
familiarity/contact (i.e. acquaintances or extended family). Corrigan et al. (2019) then suggest 
that an inflection point exists when familiarity evolves to intimacy, leading to higher rates of 
stigma for those with more intimate relationships with individuals with mental illness (i.e., 
mental health professionals and nuclear family members). 
Summary of Findings on Clinical Psychologists’ Attitudes 
 
To date, only one study has focused specifically on attitudes of clinical psychologists 
toward those with mental illness (Servais & Saunders, 2007). With that, studies with mixed 
professional samples suggest that clinical psychologists compare favorably to other mental 
health professionals, tending to be more optimistic in regards to treatment outcomes (e.g., Jorm 




illness [Lepping et al., 2004] and stereotypes [Smith et al., 2017; Nordt et al., 2006]) and implicit 
attitudes (Peris et al., 2008). With that, these favorable cross-discipline findings do not represent 
an absence of negative attitudes amongst clinical psychologists. Negative attitudes across 
Schulze’s (2007) five facets have been reported, and correlates of these attitudes have begun to 
be examined (to be reviewed in the following sections). Given these cross-discipline differences, 
future examinations specific to clinical psychology are greatly needed. 
Associated or Moderating Factors of Attitudes Amongst Professionals 
 
Studies have attempted to examine associated or moderating factors related to clinicians’ 
attitudes toward those with mental illness. These include demographic (both clinician and 
patient), interpersonal, professional, and educational based factors – each of which will be 
reviewed below. 
Clinician Demographic Factors. Henderson and colleagues (2014) concluded that male 
practitioners may be particularly in need of interventions to decrease stigma. This finding is 
consistent with research on stigma in the general public, which suggests that women are less 
likely to endorse negative attitudes than men (Corrigan & Watson, 2007). Additionally, 
Henderson et al. (2014) concluded that early career professionals may also experience increased 
stigma. With that, Cohen and Cohen (1984) suggested that the opposite may in fact be true, 
highlighting one component of the “clinician’s illusion” – early in one’s career, a typical 
caseload consists of patients with both acute and chronic concerns, but over time, those who do 
not recover well enough to leave treatment remain on the caseload, leading to many experienced 
clinicians’ working predominately with chronically ill patients. As such, the clinician’s 




(Cohen & Cohen, 1984). According to this phenomenon, level of experience or age of the 
clinician may serve as proxies for primary patient population. 
Patient Demographic Factors (Intersectional Bias). When considering attitudes toward 
those with mental illness, one must also consider the potential intersectional impact of other 
forms of bias or oppression. For instance, there are well documented racial disparities in mental 
health treatment, including higher rates of involuntary admission amongst people of color 
(Williams & Mohammed, 2009; Singh & Burns, 2006) and more aggressive 
psychopharmacological treatment with Blacks compared to Whites (Kuno & Rothbard, 2002). 
As such, when considering mental health stigma, additional forms of bias must also be 
considered. The intersection of race and SMI is particularly relevant, given that stereotypes of 
violence and hostility have been found to be prominent for both people or color (particularly 
Black and Latinx; Welch, 2007) and individuals with SMI (Jorm et al.,1999). 
Burnout. Reviews also suggest that professional burnout may inform negative attitudes 
seen amongst mental health professionals (Corrigan et al., 2019; Henderson et al., 2014). 
Burnout was first presented as a potential explanation for stigma in mental health care by 
Calicchia (1981) and since then, components of burnout (low personal accomplishment and high 
emotional exhaustion) have been shown to be significantly associated with negative attitudes 
toward those with mental health concerns (Zaninotto et al., 2018; Holmqvist & Jeanneau, 2006; 
Lauber et al., 2000). Estimates of the prevalence of burnout among mental health professionals 
range from 21% to 67% (Oddie & Ousley, 2007; Rohland, 2000). Research also suggests that 
burnout may negatively impact the clinicians’ work in several ways – impacting empathy, the 
therapeutic alliance, communication, and consumer engagement (Salyers et al., 2015). These 




therapeutic relationship) have been shown to correlate most highly with patient outcomes 
(Lambert & Barley, 2000). 
Associative Stigma. In relation to burnout, associative stigma amongst mental health 
professionals may also be an important factor to consider (Corrigan et al., 2019). Associative 
stigma has been defined as stigma faced by those “associated” with individuals with mental 
illness, either personally or professionally, and has been found to be related to burnout and job 
satisfaction (Yanos et al., 2020; Yanos, Vayshenker, DeLuca & O’Connor, 2017), as well as 
client self-stigma and treatment satisfaction (Verhaeghe & Bracke, 2012). 
Work Setting and Professional Contact. Further, work-setting and contact with specific 
patient populations may also relate to one’s attitudes toward those with mental illness. More 
specifically, research suggests that mental health professionals mainly treating patients with 
psychosis (Hansson et al., 2011; Mirabi et al., 1985) and staff working in inpatient settings 
(Hansson et al., 2011) hold more negative attitudes toward individuals with mental illness. As 
discussed above, these findings may suggest that disproportionate levels of professional contact 
with people at their most acute, severe or chronic states may reinforce or strengthen stereotypes 
(Henderson et al., 2014). This strengthening may be partially explained by the “clinician’s 
illusion” (Cohen & Cohen, 1984), in which clinicians misattribute the “characteristics and course 
of those patients who are currently ill to the entire population contracting the illness” (p. 1180). 
Ross and Goldner (2009) also found that fearful and avoidant attitudes amongst mental 
health professionals may be influenced by perceptions of poor workplace safety. Further, 
Zaninotto et al., (2018) found that amongst those who reported feeling “less safe than in the past” 
within their work environment, 40% reported that institutional-based resources and supports 




In considering these findings, a few additional pieces of information are important: 
individuals with SMI are most often served in the public sector – sectors in which high stress and 
burnout have been found to be most common (Barnes, 1999). As such, when considering 
stigmatizing attitudes, work setting may serve as a proxy for patient population, while patient 
population and clinician burnout (and associative stigma) may have a synergistic relationship. 
Personal Contact. Both retrospective and prospective social contact have been found to 
be amongst the most effective interventions to reduce mental health stigma among the general 
public (Thornicroft et al., 2016; Corrigan et al., 2012; Couture & Penn, 2003). This social 
contact is most effective when continuous, and with an individual in a similar social role 
(Corrigan et al., 2012; Corrigan & Fong, 2014). The impact of personal contact has not been 
studied as extensively amongst mental health professionals, though some studies indicate that 
personal contact (defined as having a close friend or “family” [immediate vs. extended not 
specified] with a mental health diagnosis) has been found to predict significantly less social 
distance amongst clinicians (Yuan et al., 2017), and social contact by means of consumer 
presentations have been incorporated into clinician-based anti-stigma efforts (Knack, Mantler, & 
Szeto, 2017). 
Taken together with findings on professional contact, it appears that the functioning 
mechanism of these different forms of social contact may differ. This difference is supported by 
the U-shape relationship between familiarity and stigma proposed by Corrigan et al. (2019) and 
outlined above. Further, this assumption is supported by Allport’s (1979) intergroup contact 
hypothesis, which differentiates contact between groups with unequal group status (e.g., clinician 




other identities or social factors that may further impact the status differential within any given 
group should be considered. 
Amongst these additional factors, research has begun to examine attitudes amongst 
clinicians with lived experience of mental illness (Harris, Leskela & Hoffman-Konn, 2016). 
Research suggests that 50-85% of mental health providers have lived experience of mental health 
challenges (Bike et al., 2009; Nachshoni et al., 2008). However, the “culture of nondisclosure” 
(Boyd et al., 2016; Harris et al., 2016) within the professional field often robs clinicians of a key 
component of stigma reduction: exposure, and in this case, exposure to those with mental health 
concerns within their same professional role. Despite this, findings from a recent study suggest 
that clinicians with lived experience stigmatized patients less than those without mental health 
challenges (Harris et al., 2016). 
Disidentification. Servais and Saunders (2007) evaluated how interpersonal factors may 
impact clinical psychologists’ attitudes toward those with mental illness. Amongst these, they 
examined the role of disidentification, defined as the process of “characterizing persons with 
mental illness as easily recognizable and different from ‘normal’ individuals, while 
characterizing oneself as normal and not susceptible to mental illness” (p. 214). This process of 
creating “ingroups” and “outgroups” serves to enhance one’s self-esteem, diminish the threat that 
mental illness may pose to one’s self-concept (Lerner, 1980), and potentially further nullify the 
stigma reduction effects of contact with those in the “outgroup” (Harris et al., 2016). 
This concept has also been discussed by psychodynamic scholars. Karon (1990) 
discussed how the “the fear of understanding schizophrenia” may lead to avoidance of those with 
psychotic experiences and that “understanding them means facing facts about ourselves, our 




one’s patients, Yalom (2008) stated that “no matter how brutal, cruel, forbidden, or alien a 
patient’s experience, you can locate in yourself some affinity to it if you are willing to enter into 
your own darkness” (p. 216). 
Stigma researchers have found that this phenomenon of disidentification is associated 
with prejudicial attitudes amongst the general public (Levey & Howells, 1995), medical students 
(Manhatane & Johnston, 1989) and psychiatrists and nurses (Potamianos, et al., 1985). Similarly, 
Servais and Saunders (2007) found that disidentification (defined here by ratings of desirability 
and similarity “to me”) is common amongst clinical psychologists and is associated with 
perceptions of effectiveness and safety. Nearly half of psychologists viewed individuals with 
borderline features as “very undesirable,” while nearly 75% considered those with schizophrenia 
to be “very dissimilar” to themselves. 
Building on this work, Harris et al. (2016) sought to examine how the process of 
disidentification occurs amongst clinicians with lived experience of mental health concerns 
(predominately depression and anxiety). The results of the study suggested that overall, 
clinicians with lived experience had lower levels of disidentification to patients than their peers. 
When comparing levels of disidentification based on diagnosis, an interesting finding emerged; 
compared to participants from Servais and Saunders’ (2007), this sample of providers described 
lower levels of disidentification with patients with schizophrenia, but higher levels of 
disidentification with patients with depression and BPD. Further, these clinicians often 
considered themselves as “other” than representative of those with lived experience as a group. 
This “otherness” was, in part, defined by a differentiation of those with mental health concerns 
based on level of functioning (e.g., the idea that recovery-oriented care is “most relevant” for 




Similar to burnout, disidentification has also been found to impact providers’ ability to 
engaging in treatment and convey empathy or genuine concern (Servais & Saunders, 2007). 
Further, disidentification has been found to impact clinical outcomes for patients with 
schizophrenia through limiting the clinician’s ability to approach patients’ problems in a personal 
way and establish a trusted, intimate relationship (Stark, Lewandowski & Buchkremer, 1992; 
Whitehorn & Betz, 1954). 
Further, disidentification may contribute to overly pessimistic views of recovery, or a 
complete avoidance of work with certain patient populations (Servais & Saunders, 2007). 
Awareness of negative clinician attitudes may, in turn, create additional barriers to recovery for 
patients (Anthony, 1990), or result in an avoidance of help-seeking or treatment engagement for 
fear of encountering providers’ negative attitudes (Servais & Saunders, 2007). 
Personal Therapy. In considering the potential role of burnout and disidentification in 
clinicians’ attitudes, engagement in one’s own personal therapy may be an important (potential 
protective) factor to consider. The importance of personal therapy in the training of mental- 
health professionals has long been debated (Malikiosi-Loizos, 2013). Over the last decade, 
qualitative studies have provided insight into trainees’ experiences in their own therapy, as well 
as reasons behind some trainees’ decisions not to engage in this personal process. 
Research suggests that several, clinically relevant benefits may be derived from the 
trainees’ personal therapy, such as improved mental and emotional functioning, improved self- 
esteem, increased effectiveness in dealing with difficulties encountered in training, and 
improvements in work functioning (Grimmer & Tribe, 2001). Further, research on personal 
therapy amongst psychotherapists indicates that this process serves to assuage the emotional 




increase awareness of issues of transference and countertransference, and increase effectiveness 
in use of clinical skills, including the ability to use oneself in the therapy to relate authentically to 
the patient (Bike, Norcross, & Schatz, 2009; Norcross, 2005). 
To complement these findings, research has also attempted to identify factors that inhibit 
trainees and mental health professionals from engaging in personal therapy. Some of the 
typically presented reasons include confidentiality, lack of time, and a sense of “self-sufficiency” 
(Dearing, Maddux, & Tangney, 2005; Norcross & Connor, 2005). Additionally, some therapists 
fear exposure and shame around help-seeking (Viverito et al., 2018), as well as “personal 
regression” or the “transfer of power” to another person (Norcross & Connor, 2005). The 
incidence of personal psychotherapy has also been found to vary with theoretical orientation, 
with cognitive and behavioral clinicians (65%) less likely to engage than psychodynamic 
clinicians (85%; Norcross, Karpiak, & Santoro, 2005). 
Training or Professional Orientation. Additionally, studies suggest that attitudes may 
varying across professional orientation. Compared to other groups of mental health 
professionals, several studies suggest that clinical psychologists tend to have more positive 
implicit (Peris et al., 2008) and explicit attitudes toward those with mental illness (Smith & 
Cashwell, 2011; 2008; Nordt et al., 2006; Jorm et al., 1999; Calicchia, 1981). Given that the 
majority of this research has focused predominately on psychiatrists, additional examinations 
specific to clinical psychologists are sorely needed. Differences across (and within) these 
orientations may be influenced by myriad factors. For one, future research should aim to 
examine whether models of training and education may influence attitudes or susceptibility to 
stigma. As one specific component of this, research should examine whether attitudes are 




greater knowledge of recovery principles are significantly negatively associated with 
disidentification amongst clinicians (Harris et al., 2016), a biomedical approach to mental health 
may negatively affect some aspects of stigma for professionals; especially given evidence that it 
does for the general public (Schomerus et al., 2012). 
Education. Crowe and Averett (2015) conducted a qualitative analysis of factors that may 
affect attitudes of mental health professionals (n=76; 24 counselors, 20 social workers, 32 
psychologists) toward those with SMI. When asked about the influence of education, responses 
varied from “no influence at all” to “critically deconstructing the notion of mental illness.” 
Related to the impact of education, participants also noted the roles of increased knowledge, 
fostering tolerance and empathy, and implementing a strengths-based and person-centered 
approach to the work. These findings are similar to those of earlier studies examining the role of 
educational factors for attitudes amongst nursing and occupational therapy students (Bairan & 
Farnsworth, 1989; Penny et al., 2001). 
Further, Servais and Saunders (2007) propose that training may inadvertently enhance 
negative attitudes by encouraging clinicians to draw extreme or overly rigid distinctions between 
themselves and their patients, or by overemphasizing the clinicians “as expert.” These 
distinctions may in-turn legitimize the process of disidentification, creating a divide that 
obscures the commonality between patient and therapist. Lastly, Roe, Yanos and Lysaker (2006) 
suggest that students may receive stigmatizing messages by supervisors who may not believe 
that schizophrenia is amenable to psychotherapy (e.g., those trained before the recovery-era). 
Summary of Associated or Moderating Factors 
 
The attitudes of mental health professionals toward those they serve are influenced by 




psychological factors. Given the potential impacts of training and education, future research must 
aim to develop a more nuanced understanding of the manifestations of clinician stigma for 
specific sub-disciplines, including clinical psychologists. These should stretch beyond broad and 
general examinations of clinical psychologists’ attitudes and explore individual, training, and 
experiential based factors that may impact the attitudes of those in this profession. For instance, 
how do attitudes vary across training models within clinical psychology? How do attitudes vary 
across theoretical orientation? How do attitudes vary across those with different levels of 
professional and personal contact with individuals with SMI? 
To date, much of this research is cross-sectional, limiting our ability to speak to causal 
relationships. As such, future research should examine how these factors impact clinicians’ 
attitudes over time, beginning at the trainee level. To supplement this longitudinal work and 
inform interventions targeting clinicians and trainees, cross-sectional quantitative and qualitative 
examinations of these associated factors should be conducted with individuals at varying levels 




Chapter 5: Merging Clinical Training and Clinician Stigma Research 
 
Many of the factors associated with clinician attitudes toward those with SMI are relevant 
from the beginning of one’s training. However, very little research has explored how these 
factors impact attitudes of graduate students. Three major findings from the literature on attitudes 
of mental health professionals highlight the importance of examining attitudes of mental health 
trainees: (1) education and clinical training may impact clinicians’ attitudes; (2) trainee attitudes 
toward those with mental illness may differ from professionals; and (3) given these differences, 
there may be specific considerations for interventions to decrease stigmatizing attitudes. 
Theoretical (Roe, Yanos, & Lysaker, 2006) and empirical research (Crowe & Averett, 
2015) suggests that education and clinical training may impact attitudes of mental health 
professionals. To date, this empirical research predominately consists of retrospective 
examinations of attitudes held by professionals with one or more years of clinical experience 
(following graduation) and has yet to examine the impact of these factors on those in the midst of 
their training. 
Additionally, a few studies have included graduate student comparison groups in their 
examination of professional attitudes (Smith & Cashwell, 2011; Peris et al., 2008). Among these, 
Peris et al., (2008) found that clinical psychology graduate students had slightly more positive 
implicit associations with mental illness compared to mental health professionals (comprised 
predominately of clinical psychologists, social workers, and counselors). Somewhat at odds with 
this finding, a review by Henderson et al., (2014) concluded that, compared to more seasoned 
professionals, early career professionals may be particularly in need of interventions to decrease 




explore the evolution of these attitudes over the course of one’s training and early professional 
development. 
Further, specific examinations of factors associated with graduate students’ attitudes 
toward those with SMI appear to be important. To our knowledge, the present study is the first 
examination of factors associated with clinical doctoral students’ attitudes. Through inspecting 
these factors alongside an updated review of training in SMI, such a study could provide unique 
insight into (individual, educational, and experiential) factors associated with attitudes at the 
beginnings of students’ professional training. These findings could then be used to reform 
training in clinical psychology and inform early intervention programs aimed at decreasing 
stigma amongst novice trainees and clinicians. If effective, early interventions and educational 




Chapter 6: Objectives of the Current Study 
 
This study aimed to investigate factors associated with clinical psychology doctoral 
students’ attitudes toward those with SMI. The objectives were six-fold: (1) to assess 
participants’ attitudes across multiple attitudinal facets (stereotypes, social distance, recovery 
knowledge, and opinions regarding civil rights); (2) to examine the relationship between student- 
level factors – individual factors (e.g., demographics, burnout, and disidentification) and 
experiential factors (personal and professional contact) – and student level attitudes; (3) to 
examine the association between program-level factors (e.g. education and training opportunities 
specific to SMI) and student level attitudes; (4) to assess the current state of SMI training in 
clinical psychology; (5) to extend research on individual and experiential predictors of clinicians’ 
attitudes to a group of clinical psychology trainees; and (6) to provide direction on education 
reform and clinician and trainee focused stigma interventions. 
This study served as the first direct examination of factors associated with clinical 
psychology students’ attitudes toward those with SMI. Research on stigma amongst clinicians 
suggests that (1) education and clinical training/experience may impact clinicians’ attitudes; and 
(2) attitudes amongst trainees and early career clinicians may differ from those of more seasoned 
professionals. Further, research suggests that clinical psychology training programs have 
persistent deficits in SMI-specific training. As such, this study sought to address an important 
gap in the literature and provide critical insights into factors associated with stigmatizing 
attitudes at the beginnings of one’s career in psychology. 
Hypotheses 
 
H1 (program-level): Attitudes will be impacted by program focus on SMI, with greater focus 




number of faculty members that identify SMI as a primary research area or clinical interest; the 
number of doctoral courses offered specific to SMI, recovery, or stigma; number of clinical 
opportunities available to students that involve work with individuals with SMI; opportunity for 
student exposure to recovery oriented approaches and settings (vs. traditional medical model). 
Program level theoretical orientation is also anticipated to impact attitudes, with students from 
psychodynamic programs endorsing more negative attitudes. 
H2a (student-level, individual factors): Participant attitudes toward those with SMI are 
expected to be associated with a series of individual level factors. Male identifying graduate 
students are hypothesized to endorse more stigmatizing attitudes compared to students with other 
gender identities. No specific hypotheses are predicted for the relationship between stigma and 
other socio-demographic factors (including age, given conflicting results in the literature). 
H2b: Participants endorsing greater levels of burnout, disidentification, associative stigma, and 
negative attitudes toward personal disclosure will endorse more stigmatizing views. 
H2c: Levels of disidentification will vary across clinical targets, with “a patient with 
schizophrenia” being reported as least similar to self. Further, compared to participants who do 
not endorse lived experience of mental illness, individuals with lived experience will report 
themselves as less dissimilar to patients with schizophrenia, and more dissimilar to patients with 
depression and borderline personality disorder. 
H3a (student-level, experiential factors): Participant attitudes toward those with SMI will be 
associated with a series of experiential factors. Participants with greater personal contact will 
endorse fewer negative attitudes. The relationship between attitudes and professional contact will 
be moderated by training model, with professional contact within a recovery-oriented treatment 




Further, participants with disproportionate contact with those in acute stages of psychotic illness 
(defined by treatment setting, with “acute” including inpatient and emergency departments) will 
endorse more negative attitudes compared to those with other forms of clinical contact. 
H3b: Participants with greater SMI specific academic involvement (courses, research, 
psychiatric rehabilitation specialty track), recovery knowledge, and exposure to recovery- 
oriented practices will endorse fewer negative attitudes. 
H3c: Further, engagement in personal therapy or mental health treatment (lifetime and present) 
will be associated with fewer negative attitudes; this relationship will be partially mediated by 
level of disidentification and burnout, with engagement in personal therapy resulting in lower 








Data from this study was collected in two stages. In stage-one, Directors of Clinical 
Training (DCT) from 233 APA accredited clinical psychology doctoral programs were sent an 
online survey via email. This list was comprised of the 174-member programs of the Council of 
University Directors of Clinical Psychology (CUDCP) and 59 APA accredited PsyD programs 
not within CUDCP. Follow-up emails were sent in order to maximize response rate. 
Data from stage-one was then examined and 18 programs from this pool were selected to 
participate in stage-two. Purposive sampling was used in the selection of programs in order to 
examine whether program level factors (as highlighted in stage-one) may impact attitudes 
amongst doctoral students. Thus, programs were selected based on theoretical orientation 
(“cognitive behavioral” or “other,” defined as psychodynamic/integrative/eclectic) and SMI 
specific training and educational opportunities (“high, medium, and low” exposure). As such, 
participants fell in one of six cells: (1) CBT-high, (2) CBT-medium, (3) CBT-low, (4) other- 




Institutional Board Review (IRB) approval was received from the City University of New 
York (CUNY). Following approval, the stage-one survey was administered. An email was sent 
by Lauren O’Connor to the DCTs from the 233 programs of interest. This email included a 
message explaining the importance of the survey and a request for participation, providing a link 
to a Qualtrics survey. Following a brief consent, DCTs were asked to complete a survey 




opinions on SMI related work and training. In order to maximize response rate, follow-up emails 
were sent by Dr. Philip Yanos (research mentor of the Principal Investigator and member of 
CUDCP). The questionnaire instructed respondents to use the following definition of SMI (same 
definition used by Reddy et al., (2010) in order to allow for comparison of study results): 
“In all items, serious mental illness (SMI) refers to severe and/or disabling mental health 
conditions, including psychotic disorders and disorders in the schizophrenia spectrum, but 
excluding developmental disabilities, conditions resulting from traumatic brain injury and 
neuro-degenerative disorders” (p. 258). 
DCTs from the 18 programs selected to participate in stage-two were then contacted and 
asked to distribute a survey to the students in their respective programs. If a DCT declined, 
another program with the same desired characteristics (i.e., SMI focus and theoretical 
orientation) was selected. Due to lower response rates from the selected “CBT, low exposure” 
programs, an additional program was invited to participate, making for a total of 19 programs. 
The stage-two email included an explanation of the purpose of the study (“to understand 
students’ experiences working with individuals with SMI”) and a link to a Qualtrics survey. 
Participants completed a brief consent, followed by a series of self-report surveys assessing 
attitudes toward those with SMI and potentially related factors. The questionnaire instructed 
respondents to use the same definition of SMI that was used in stage-one. Stage-two 




Student attitudes toward those with SMI (Stage 2) were measured by four constructs: 




Stereotypes. The Semantic Differential scale method (SDS; Osgood, Suci, & 
Tannenbaum, 1957) used by Servais and Saunders (2007) and Harris et al., (2016) was used to 
assess stereotyping. This technique assesses for the tendency to link certain labels (e.g., 
“schizophrenia”) with negative attributes or characteristics. Participants will be asked to rate five 
targets on several 7-point semantic differential scales. Targets included: a self-referencing target 
(“yourself”), a nonclinical target (“a member of the public”), and three clinical targets (“a person 
with schizophrenia,” “a person with depression” and “a person with borderline personality 
disorder”). The semantic differential scales consist of opposing descriptors, each rated on a 7- 
point scale, with higher scores indicating higher levels of stereotype endorsement (or 
disidentification, defined here by ratings of desirability and/or similarity “to me”). Scales 
include: “effective—ineffective”, “safe—dangerous”, “similar to me—dissimilar to me,” 
“understandable—incomprehensible,” “worthy—unworthy,” “desirable to be with—undesirable 
to be with.” The SDS has demonstrated strong internal consistency when administered to a 
sample of mental health providers; α = .95 for client targets and α= .94 for “self” targets (Harris 
et al., 2016). Similarly, the SDS demonstrated strong internal consistency with this sample of 
doctoral students; α= .91 for client targets and α= .83 for “self” targets. 
Social Distance. The Reported and Intended Behavior Scale (RIBS; Evans-Lacko et al., 
2011) was used to measure participants’ intended social distancing behaviors. This study 
specifically utilize items 5-8 of the RIBS, each of which is rated on a 5-point scale (1 = agree 
strongly, 5 = disagree strongly) and designed to assess one’s willingness to live with (or near), 
work with, and maintain a relationship with an individual with a mental illness. For the purposes 
of this study, the language within the RIBS will be changed from “mental illness” to “severe 




when used in the general public (Evans-Lacko et al., 2011) and with mental health professionals 
(Li et al., 2014). Similarly, the RIBS demonstrated good internal consistency with this study’s 
sample of clinical doctoral students (α= .76). 
Recovery Knowledge. The Recovery Knowledge Inventory (RKI; Bedregal, O’Connell, 
& Davidson, 2006) was used to assess participants’ knowledge of, and attitudes toward, 
recovery- oriented practices. The RKI is a 20-item, rated on a 5-point scale (1=strongly disagree, 
5=strongly agree). The knowledge subscale consists of items such as, “the pursuit of hobbies and 
leisure activities is important for recovery,” while the attitudes subscale consists of items such as, 
“not everyone is capable of actively participating in the recovery process.” The RKI has been 
found to have good internal consistency when administered to mental health professionals 
(Bedregal, O’Connell, & Davidson, 2006). In this study, the RKI demonstrated adequate internal 
consistency (α= .64). 
Restrictions to Civil Rights. To assess the willingness to restrict the civil rights of 
people with SMI, we asked participants five questions based off of those designed by Lauber and 
colleagues (2000, 2002). Participants were asked to rate their agreement with each statement 
using a 5-point scale (1=don’t agree at all, 5= very much agree), with higher scores indicating 
greater willingness to restrict civil rights: (1) an individual with an SMI should be discouraged 
from having children; (2) an individual with an SMI should have the right to vote (reverse 
coded); (3) an individual with SMI should have the right to run for governmental office (reverse 
coded); (4) an individual with an SMI should have their driver’s license revoked; (5) an 
individual with an SMI should never be admitted to a psychiatric hospital against their will 
(reverse coded). The scale had adequate internal consistency when administered in this sample 




Predictor Variables: Program Factors 
 
Program Focus on SMI. In stage-one, DCTs were asked to provide objective data about 
curriculum content, faculty and practicum resources, current program-based research 
opportunities, and program theoretical orientation. This questionnaire was modeled off of Reddy 
et al.’s (2010) survey, which aimed to assess training and education resources relevant to SMI 
and recovery that are available to clinical psychology doctoral students in the United States. 
DCTs were asked to indicate the following: the program’s predominate theoretical orientation 
(e.g., psychodynamic, cognitive-behavioral, integrative, etc.); the number of faculty members 
that identify SMI as a primary research area or clinical interest; the number and nature of 
doctoral courses offered specific to SMI or stigma; the nature of internally or externally funded 
research related to SMI; clinical opportunities available to students that involve work with 
individuals with SMI; amount of student exposure to recovery oriented approaches and settings 
(vs. traditional medical model); and the number of students that go on to careers related to work 
with those with SMI. 
Factors Influencing Development of SMI Training. DCTs were also asked for their 
opinions regarding factors that may encourage or discourage (or neither) the development of 
SMI related training. Questions were borrowed from Reddy et al., 2010, who developed this 
questionnaire to evaluate factors that have been suggested by commentators over the last 30 
years. DCTs were asked about 17 ideas, conditions, or circumstances including “clinical 
psychologists prefer clients with more ‘insight’ and ‘motivation for treatment’ than are typical in 
SMI populations” and “the recent demand for science-based and evidence-based practice is an 




Stigmatizing Messages from Program (DCT perspective): Lastly, DCTs were asked to 
rate their agreement (using a 5-point scale; 1=don’t agree at all, 5= very much agree) with a 
series of statements regarding perspectives or approaches to student interest in work with 
individuals with SMI. Items touched on a series of stigmatizing notions or systemic-based issues 
such as, “I would discourage students from working with people with SMI because they lack 
insight,” and “I would discourage students from working with people with SMI because 
psychologists are not paid well for this work.” 
Student SMI-specific Academic Involvement. In stage-two, students were asked about 
their involvement in the training and education-based resources outlined above. Students were 
asked about completion of courses and research specific to SMI and recovery, and involvement 
with faculty with SMI related interests. Further, students were asked to identify their theoretical 
orientation. 
Stigmatizing Messages from Program (Student Perspective). Students were asked to 
rate their agreement (5-point scale; 1=don’t agree at all, 5= very much agree) with a series of 
statements regarding stigmatizing messages received from faculty within their program. These 
questions mirrored those asked to DCTs in stage-one and included statements such as: 
“professors in my program have discouraged me from pursuing work with individuals with 
SMI,” “professors in my program have stated that individuals with schizophrenia are not 
motivated for treatment,” and “professors in my program have stated that recovery is not 
possible for those with SMI.” This measure demonstrated strong internal consistency with this 
sample (α= .86). 




Demographics. Students were asked to report their age, race, ethnicity, gender identity, 
sexual orientation, religious background, and socio-economic status of family of origin. 
Clinical/Research Interests. Students were asked four yes or no questions pertaining to 
their clinical/research interests: (1) Do you have a research interest in individuals with SMI?; (2) 
Do you have a clinical interest in work with individuals with SMI?; (3) Do you plan to pursue a 
career related to work with those with SMI? For participants who indicated “no” on Q3, follow 
up questions were asked in order to establish an understanding of possible deterrents for both 
individuals who have never had a stated interest in work with this population, as well as those 
who may have had an earlier interest but have since shifted. These questions were based off of 
hypotheses made by Roe, Yanos and Lysaker (2006) on potential deterrents of student 
involvement in work with those in this population, e.g. the unique challenges posed by working 
with these individuals, or the need to coordinate with external forces in the care of those within 
this population. 
Attitudes Toward Personal Disclosure. Factor 2 of the Opening Minds Scale for Health 
Care Providers (OMS-HC; Kassam, Papish, Modgill, & Patten, 2012) was used to assess 
attitudes of health care providers toward self-disclosure of mental illness. This sub-scale consists 
of five questions answered on a 5-point Likert scale (1=strongly disagree to 5=strongly agree), 
and includes items such as, “if I were under treatment for a mental illness I would not disclose 
this to any of my colleagues,” and “I would be more inclined to seek help for a mental illness if 
my treating healthcare provider was not associated with my workplace.” Factor 2 of the OMS- 
HC has been found to have good internal consistency when self-administered to a sample of 








Clinician Associated Stigma. The Clinician Associated Stigma Scale (CASS; Yanos, 
Vayshenker, DeLuca, & O’Connor, 2017) was administered to those who reported current or 
previous clinical work with those with SMI. The CASS is an 18-item self-report measure 
designed to evaluate associative stigma amongst mental health professionals. Participants rate the 
frequency of their experiences of each item on a scale from 1 (never) to 4 (regularly). Scores 
range from 19-76, with higher scores reflecting higher levels of associative stigma. The CASS 
has been found to have good internal consistency when self-administered to a sample of mental 
health professionals (α=.85). Similarly, the CASS demonstrated good internal consistency within 
the present study (α= .84.) 
Burnout. The Oldenburg Burnout Inventory (OBI; Halbesleben & Demerouti, 2005) is a 
16-item self-report measure designed to evaluate burnout in human services professions. 
Participants rate their agreement with each item on a scale from 1 (strongly agree) to 4 (strongly 
disagree). The OBI measures two components of burnout: disengagement from work, and 
exhaustion resulting from physical, emotional, and cognitive job-related strain. It has been found 
to correlate highly with the Maslach Burnout Inventory (Maslach, Jackson, & Leiter, 1981; a 
widely known measure of burnout), and have good internal consistency when self-administered 
to a sample of U.S. mental health professionals working with those with SMI (α=.87) (Yanos, 
Vayshenker, DeLuca, & O’Connor, 2017). Similarly, the OBI demonstrated strong internal 
consistency within the present study (α= .86). 
Disidentification. The Semantic Differential scale method (outlined above; Osgood, 




endorsement, more broadly). Disidentification has been defined as the process of characterizing 
persons with mental illness as “different” or “other” than the self. “Desirability” (to be with) and 
“similarity” (to self) scales were of particular interest, as these are thought to be the best 
indicators of disidentification (Servais & Saunders, 2007). These items demonstrated strong 
internal consistency with this sample of doctoral students; α= .83 for client targets. 
Experiential Factors 
 
Level of Training. Participants were asked to provide information on their level of 
training, measured by their year in the doctoral program, number of clinical placements 
completed, and any related clinical or educational experience completed prior to starting doctoral 
training (e.g,. master’s program in clinical psychology or clinical research assistant position). 
Personal Contact. The Level of Contact Report (LOC; Holmes et al., 1999) is a measure 
designed to evaluate participants’ level of personal contact with those with SMI. The report lists 
12 situations, ranging in intimacy of contact. Items were adapted from other scales used in 
stigma research (Link et al., 1987; Penn et al., 1994) and vary from least intimate (“I have never 
observed a person that I was aware had a SMI”) to most intimate (“I have a SMI”). Participants 
are instructed to check all situations on the list that they have experienced in their lifetime and 
the rank score of the most intimate situation serves as the index for familiarity. Rankings of 
levels of intimacy were established in two stages: three experts in psychiatric disability ranked 
each situation in terms of intimacy of contact (interrater reliability = .83) and a community 
sample was then used to validate the rankings. Given our population of interest and expected, 
standard forms of contact, two levels of the LOC measure were removed: “My job includes 
providing services to persons with serious mental illness,” and “My job involves providing 




Clinical Contact. Both the amount and type of clinical contact with those with SMI was 
assessed. Participants were asked to report on the setting (e.g. state hospital, forensic unit, 
outpatient community mental health clinic), primary clinical population (psychotic spectrum, 
mood spectrum, personality disorders, mixture, etc.), and nature of contact (e.g. assessment, 
individual treatment, group treatment, clinical research, etc.). Participants were also asked about 
any clinical contact they may have had prior to graduate school. 
Exposure to Recovery Oriented Practices. Participants who indicated past or present 
work with those with SMI were asked to complete the Recovery Self-Assessment – Provider 
version regarding the site where they worked (RSA; O’Connell et al., 2005). The RSA is a self- 
report measure aimed at assessing perceptions of program-based implementation of recovery- 
oriented practices. The RSA is a 32-item scale that consists of five factors (α =.76-.90 across 
factors): life goals, involvement, diversity in treatment options, choice, and individually-tailored 
services. Items are rated on a 5-point scale (1=strongly disagree, 5=strongly agree) and consists 
of statements such as “staff believe in the ability of program participants to recover” and 
“progress made towards an individual’s own personal goals is tracked regularly.” The RSA 
demonstrated strong internal consistency within this study (α= .92). 
Symptoms of Depression. The Center for Epidemiologic Studies Depression Scale 
Revised (CESD-R-10; Eaton, Muntaner, & Smith, 2010) was used as a brief measure of 
symptoms of depression. The CESD-R-10 is a 10 item measure assessing symptoms of 
depression over the past week. Items are rated on a 4-point scale (1= Rarely, 4= All of the time) 
and consists of statements such as, “I was bothered by things that usually don’t bother me,” and 
“I felt hopeful about the future.” The CESD-R-10 has shown strong internal consistency when 




population (α= .88; Andresen et al., 2013). Similarly, this measure demonstrated strong internal 
consistency with our sample of clinical doctoral students (α= .85). 
Symptoms of Anxiety. The Generalized Anxiety Disorder 7-item scale (GAD-7; Spitzer, 
Kroenke, Williams, & Löwe, 2006) was used as a brief measure of symptoms of generalized 
anxiety. The GAD-7 is a 7 item measure used to assess the severity of generalized anxiety 
symptoms over the past two weeks. Response options include “not at all,” “several days,” “more 
than half the days,” and “nearly every day.” The GAD-7 has been validated for primary care 
patients, general population, and adolescents with GAD and has shown strong internal 
consistency (i.e., α= .89 with a general population sample; Löwe et al., 2008). Similarly, this 
measure demonstrated strong internal consistency within the present study (α= .89). 
Personal Treatment. Participants were asked about their experience engaging in (past 
and present), and disclosing about, personal therapy or mental health treatment. Some questions 
were borrowed from Harris, Leskela and Hoffman-Konn’s (2014) examination of stigma and 
provider lived experience. Questions included: what types of mental health services have you 
used?; what types of challenges have you sought treatment for?; have you experienced mental 
health challenges for which you have not sought treatment?; have you shared with others 
(family, friends, colleagues) about your engagement in treatment? Participants who denied past 
or present use of mental health treatment were asked to report any factors that have inhibited 
them from engaging in therapy, such as confidentiality, lack of time, financial reasons, fear of 
shame or exposure around help-seeking, or a sense of self-sufficiency (Dearing, Maddux, & 
Tangney, 2005; Norcross & Connor, 2005). Participants were also asked about their general 








Based on an expectation of moderate effect sizes (0.3) for the stigma variables (α level of 
 
.05, and a power level of .8), it was determined through a power analysis program (Faul, 
Erdfelder, Lang, & Buchner, 2007) that a stage-two sample size of 280 (or roughly 45 
participants in each of the six cells) would be needed. First, analyses were completed on stage- 
one data to evaluate the fourth objective of this study: assess the current state of SMI training in 
clinical psychology. Descriptive analyses were conducted to provide summary statistics on DCTs 
report of current training opportunities for students. 
Next, stage-two data was analyzed. First, descriptive analyses were conducted to provide 
sample characteristics of student participants (e.g., demographics, training, interests) and 
descriptive statistics for the first objective of this study: assess participants’ attitudes across 
multiple attitudinal facets (stereotypes, social distance, recovery knowledge, and opinions 
regarding civil rights). 
Due to expected variation at the program level, we then evaluated whether a two-level 
hierarchical linear model (HLM) was appropriate; this model is intended to fit the clustered data 
structure in which students are nested within programs. HLM enables one to conduct analyses 
with correlated error terms within clusters, and to compare variation within clusters and between 
clusters. Since cluster power analysis requires a calculation of intraclass correlation coefficients 
(ICC), ICCs between programs were first calculated. The ICCs were calculated by using 




average ICC in this study was .08 (range: 0.049-0.123). This value means that approximately 
8% of the variance in outcome measures was due to program effects. 
Given that limited variance was found at the program level, HLM was discontinued, and 
standard multiple regression analyses were deemed appropriate (Hox, 2010; Gelman & Hill, 
2007). These analyses were conducted using SPSS Version 22. All statistical assumptions were 
checked before running analyses (e.g., normality, multicollinearity). A collinearity issue was 
found between ‘SMI faculty’ (tolerance = 0.041) and ‘SMI courses’ (tolerance = 0.043), so only 
‘SMI faculty’ was included in relevant regression models. Similarly, a collinearity issue was 
found for ‘SMI composite’ (tolerance = .108) when included with other sub-program level 
variables so the composite was excluded from relevant regression models. The magnitude of 
relationships was assessed via standardized betas and overall model effect (adjusted R square). 
Bivariate correlation and multiple regression analyses were completed to evaluate objectives 2 
and 3: examine relationships between student-level factors (individual and experiential) and 
attitudes, and between program-level factors and student attitudes. 
Further, paired-sample t tests were used to determine which targets of the semantic 
differential scale (SDS) were rated as significantly different from others. Statistical significance 
was set to .005 alpha level to adjust for the use of multiple tests. Cohen’s (1988) standardized 
mean difference statistic (d) was calculated for the self-versus-target ratings of each semantic 
differential scale to express the magnitude of difference between self-ratings and ratings of 
clinical targets. 
Lastly, PROCESS (Hayes, 2013) was used to determine whether contact with those in 




between SMI professional contact and attitudes. PROCESS is a computational procedure for 




Chapter 8: Stage-one Results 
 
Invitations were sent to 233 directors of APA accredited clinical psychology 
doctoral programs (174-member programs of CUDCP and 59 PsyD programs not within 
CUDCP). This yielded 87 DCT responses (75 from Ph.D. programs and 12 from Psy.D. 
programs), a response rate of 37%. This is a significantly lower response rate than Reddy and 
colleague’s assessment of these factors in 2010. Despite this discrepancy, our findings will be 
compared to Reddy et al., 2010 throughout this section. Table 1 provides frequencies for stage- 
one variables alongside findings from Reddy and colleagues for comparison purposes. 
Fifty-eight percent (n=48) of programs that responded to the survey indicated that they 
have one or more full-time faculty members with a primary research, clinical, or academic 
interest in SMI. Twenty-four percent reported having more than one. These results closely 
resemble the findings from Reddy and colleagues (61% and 27%, respectively). Further, 
responses indicated that 33 programs (38%) had ongoing externally funded SMI-related research 
on treatment outcomes, etiology, service systems, or stigma. An additional 16 programs reported 
the presence of non-externally funded research, bringing the total in line with the presence of 
SMI focused faculty members. Similar to Reddy et al.’s findings, 22% of DCTs reported an 
ongoing research group or seminar focused on SMI. 
About 40% of programs reported offering a specialized course primarily focused on SMI 
(a 7% increase from Reddy et al.), and 11% reported offering more than one SMI focused 
course. Though 53% of DCTs reported offering a biological/pharmacological treatment course 
(that includes one or more sections on treatment for those with SMI), only 6% reported offering 
an SMI psychosocial treatment course. A specialized course on SMI focused policy and service 




other sociological processes impacting those with SMI) were reported to be offered by 7% of 
participating DCTs. 
Table 1. Summary of training in serious mental illness 
 
 N % (Reddy %) 
One or more faculty 48 58 (61) 
Two or more faculty 21 24 (27) 
One + SMI specialized courses 32 40 (33) 
Two + SMI specialized courses 9 11 (-) 
Externally funded SMI research 33 38 (42) 
Non-externally funded 16 18 (16) 
Research group/seminar 19 22 (19) 
Exposure to SMI training in:   
Psychological Assessment 53 59 (70) 
Psychotherapy 64 71 (67) 
Group therapy 48 53 (-) 
Functional Assessment 43 48 (47) 
Interdisciplinary Tx Team 31 34 (32) 
Program Management, Eval,   
Policy 5 5 (18) 
Exposure to SMI Settings:   
Outpatient 51 57 (65) 
Long term inpatient 49 55 (55) 
Acute inpatient 45 50 (51) 
Assertive Community   
Treatment 3 3.3 (-) 
Administrative Agency 3 3.3 (10) 
Consumer Agency 5 6 (11) 
Substantial Exposure to:   
Medical Model 26 40 (54) 
Rehabilitation Model 12 14 (38) 
One+ Students Graduate With:   
Primary SMI interest 44 51 (51) 
Expected to Engage in SMI 
  work  




Fifty-nine (n=53) percent of DCTs reported that their students could get an exposure 
level (defined as 100 hours) of supervised practicum training in psychological assessment of 
adults with SMI; 71% (n=64) reported their students could get 100 hours of supervised 
individual psychotherapy experience with SMI; 53% (n=48) reported their students could get 
100 hours of supervised group psychotherapy experience SMI; and 48% (n=43) reported their 
students could get 100 hours of supervised experience in functional assessment. However, only 
34% (n=31) reported their students have opportunities of 100+ hours of participation on an 
interdisciplinary treatment team for adults with SMI; and only 5% (n=5) reported students have 
the opportunity for involvement in program management, evaluation, and mental health policy or 
service planning for services for adults with SMI. Programs with at least one SMI interested 
faculty member reported about 10% more access to SMI focused practicum skills compared to 
programs with no SMI-focused faculty. Overall, these findings closely resemble Reddy et al.’s 
(2010), indicating that SMI training opportunities have not significantly increased nor decreased 
over the last ten years. However, one notable exception was found, with an 11% decrease in 
reported availability of psychological assessment opportunities (59% vs. 70%; Reddy et al., 
2010). 
DCTs were also asked about availability of practicum settings in which students could 
engage in at least 100 hours of supervised training. The settings most frequently indicated were 
outpatient clinics serving adults with SMI (57%; n=51), long term inpatient settings (55%; 
n=49), acute inpatient settings (50%; n=45). The least frequently endorsed settings were 
Assertive Community programs (3.3%; n=3), administrative offices or agencies involved with 
planning, developing, and/or evaluating services for those with SMI (3.3%; n=3), and advocacy 




interested faculty member reported about 8% more practicum opportunities compared to 
programs with no faculty members with an SMI focus. Rates of exposure to long term and acute 
inpatient settings were consistent with those found by Reddy and colleagues in 2010, though 
opportunities for outpatient treatment (57% vs. 65%), and work within administrative agencies 
(3.3% vs. 10%) and advocacy/consumer agencies (6% vs. 11%) were notably lower in the 
present study. 
DCTs were then asked about settings in which students could receive in-depth exposure 
(defined as at least 500 hours) to work with SMI. Over half of DCTs indicated that students have 
no opportunities for in-depth exposure an SMI related training setting (51%; n=46). The settings 
most frequently indicated were outpatient clinics (37%; n= 33), acute inpatient settings (31%; 
n=28), and long term inpatient settings (26%; n=23). Programs with at least one SMI-focused 
faculty member reported 12-14% more practicum opportunities within these three settings than 
programs with no SMI-focused faculty. Overall, these findings reflect a slightly smaller presence 
of in-depth exposure than that reported by Reddy et al (2010), but the moderating impact of 
SMI-interested faculty is consistent. 
 
DCTs were also asked about students’ exposure to medical model (i.e., traditional skills 
such as diagnostic assessment, pharmacological treatment and supportive psychosocial services) 
versus recovery model (i.e., functional assessment, case formulation, skill training and 
specialized psychotherapies for SMI). Here, 40% of programs indicated that students have 
“substantial exposure” to the medical model skill set, compared to 14% indicating “substantial 
exposure” to recovery oriented skills. Further, over half of programs (54%) indicated “minimal” 




movement ideals and 28% indicated “none.” These findings indicate decreases in exposure to 
consumers over the last decade. 
About half of participating DCTs reported graduating at least one student per year who 
has a primary interest in SMI (51%), and 40% reported graduating at least one student each year 
who is expected to engage in work specific to SMI. These findings are consistent with those 
reported by Reddy et al. 
Of the 87 DCTs that completed this study, 75 completed the opinion based surveys. No 
factors that either encourage or discourage training and education related to SMI were endorsed 
by a majority of participating DCTs. With that, three items were endorsed by over 30% of DCTs 
as factors that encourage the development of SMI training resources: (1) the increasing demand 
for evidence based practice (35%), (2) the overlap between general clinical curriculum and SMI- 
recovery related curriculum (31%), (3) and increasing perception by psychologists that their 
skills are relevant to SMI related work (31%). Meanwhile, two items were endorsed by over 30% 
of DCTs as factors that discourage the development of SMI training resources: (1) the lack of 
opportunities for graduate students to get good quality practicum experience with SMI (31%), 
and (2) very few graduate students are interested in SMI (36%). These findings differ from those 
reported by Reddy et al., 2010, whom reported two factors endorsed by the majority of 
participating DCTs. Most notably, while 51% of Reddy and colleagues’ respondents endorsed 
that psychologists’ preference for clients with “insight” and “motivation for treatment” was a 
factor discouraging the development of SMI-focused training, this factor was only endorsed by 
26% of our sample. 
Similar to Reddy at al (2010), the present study found differences in these responses for 




one SMI-involved faculty member were more likely to opine that an increase demand for EBPs 
is an encouraging factor (48% vs. 20%). These DCTs were also less likely to opine that the 
following were discouraging factors: (1) lack of opportunities for students to get good quality 
practicum experience with SMI (18% vs. 44%), (2) clinical psychologists’ are less recognized 
and appreciated in SMI related services as discouraging factors (13% vs. 29%), and (3) few 
students are interested in SMI work (21% vs. 53%). 
The overwhelming majority of participating DCTs denied that they would discourage 
students from working with people with SMI for the following reasons: (1) they lack insight 
(97.2% disagreed or strongly disagreed); (2) psychologists are not paid well for this work (94% 
disagreed or strongly disagreed); therapy is not effective for these patients (94% disagreed or 
strongly disagreed); these patients lack motivation (95.8% disagreed or strongly disagreed); these 
patients are dangerous (94% disagreed or strongly disagreed); psychologists’ opinions are not 
respected in this area (91.5% disagreed or strongly disagreed); medication is the only effective 
treatment for those with SMI (95.8% disagreed or strongly disagreed); and this work is too 
emotionally exhausting (84.5% disagreed or strongly disagreed). Factors with more variable 
responses included those which reflected statements of encouragement as opposed to 
discouragement: the majority of DCTs either agreed or strongly agreed that they would 
encourage students to work with people with SMI because they are often in the greatest need of 
high quality services (57%), and because they face some of the most disabling symptoms of all 








Table 2. Student participants’ demographic information (continuous variables) 
 
 Range Mean (SD) N 
Age 21-57 28.4 (28.38) 325 
Years in Doctoral 1-7 3.3 (1.7) 329 
Training    
Number of Clinical 0-6 2.4 (1.5) 321 
Placements    
 
 
From the 19 programs participating in the study, a total of 329 students completed the 
survey, with relatively equal numbers in each of the six cells. Tables 2 and 3 provide descriptive 
statistics on sociodemographic features and clinical training. Students were a mean age of 28.4 
(SD= 28.38, Range = 21-57), and were predominately white (66.5%), heterosexual (74%), 
cisgender women (82.2%). Students ranged from 1-7 years of doctoral training (M= 3.3, SD = 
1.7), and from 0-6 completed clinical placements (M=2.4, SD= 1.5). When considering 
geographic region of participants programs, 34% were attending school in the northeast, 28% in 
the south, 13% in the midwest, and 19% in the west. 
Table 3. Student participants demographic information (categorical variables) 
 
 N Percentage (%) 
Race   
White 220 66.5 
Latinx 38 11.5 
White 14 4.2 
Non-White 24 7.3 
Asian 37 11.2 
Black 18 5.4 
Multiracial 8 2.4 
Middle Eastern 7 2.1 




Ciswoman 272 82.2 
Cisman 53 16 
Gender queer/non-binary 5 1.5 
Sexual Orientation   
Heterosexual 245 74 
Gay 9 2.7 
Lesbian 11 3.3 
Bisexual 28 8.5 
Queer 16 4.8 
Pans 4 1.2 
Other 4 1.2 
Questioning 4 1.2 
Religion   
Christian 125 37.8 
Jewish 49 14.8 
Buddhist 3 0.9 
Muslim 6 1.8 
Hindu 4 1.2 
Atheist 56 16.9 
Agnostic 72 21.8 
Other 14 4.2 
 
 
Table 4 presents the descriptive statistics of student participants’ interest (or lack there 
of) in work related to individuals with SMI. Roughly a third of students reported a research 
interest in SMI, while over half of participants reported a clinical interest in SMI. When asked 
whether they were interested in pursuing a career in SMI, a third of students responded 
“definitely” or “probably,” while another third of students responded “probably not” or 
“definitely not” (with the remaining third responding “might or might not”). For those who 
denied interest in an SMI career (with responses of “probably not” or “definitely not”), several 
potential deterrents were then assessed for (students could endorse more than one response). Of 
these 116 students, 52 (72.2%) reported an interest in another population as a reason they may 




experience (n=27, 37.5%), the unique challenges posed by SMI client behaviors (n=26, 36.1%), 
a lack of relevant systemic knowledge (n=18, 25%), and poor pay (n=10, 13.9). 
 
Table 4. Participants’ Interest in SMI-related work (Stage-two) 
 
 N Percentage (%) 
Research Interest 102 30.8 
Clinical Interest 197 59.7 
Interest in SMI Career   
Definitely yes 18 5.4 
Probably yes 94 28.4 
Might or might not 93 28.1 
Probably not 65 19.6 
Definitely not 51 15.4 
Deterrents of SMI-work 116  
Unique Challenges 26 36.1 
Systemic Knowledge 18 25 
Lack of Experience 27 37.5 
Interest in Other 
Population 
52 72.2 
Not Well Paid 10 13.9 
1only completed by those who endorsed “probably not,” or “definitely not” on interest in SMI career (n = 
116) 
 
Mean Attitudinal Scores & Individual Level Variables 
 
Table 5 presents descriptive statistics to describe mean and standard deviations for the 
four attitudinal dimensions. On average, students expressed slight disagreement with social 
distancing behaviors (M= 1.88, SD= .77), and with restricting civil rights of individuals with 
SMI (M= 2.18, SD= .88). Overall, students expressed agreement with recovery oriented 




Table 5. Mean Mental Health Stigma Scores for Overall Student Sample 
 
Measures Possible 
                                                      Scale Range  
M SD N 








































































Note: Higher Civil Rights = higher restrictions on civil rights. Higher RKI = higher recovery knowledge. 
Higher RIBS = higher intended social distancing. Higher SDS = more negative stereotypes 
 
Semantic Differential Scale. Table 6 presents average ratings of the five targets on each of 
the adjective pairs of the semantic differential scale (SDS). Participants generally viewed 
themselves more positively than all of the targets. The one exception was that all three clinical 
targets (depression, borderline personality disorder, and schizophrenia) were rated as more 
worthy than “yourself” (this is represented as a negative d value). 
 














Target M (SD) M (SD) M (SD) M (SD) M (SD) M (SD) 
 d d D d D d 









3.3 (1.02) b 
1.27 
3.31 (1.11) b 
1.65 
2.25 (1.20) a 
0.04 
3.29 (1.02) b 
0.83 









2.65 (1.14) c 
1.57 
 
2.87 (1.19) c 
1.17 
 
1.83 (1.14) b 
-0.32 
 
3.45 (1.28) c 
0.87 
 









3.7 (1.37) d 
1.40 
 
3.99 (1.29) d 
2.1 
 
1.98 (1.19) c 
-0.19 
 
4.45 (1.4) d 
1.62 
 






4.35 (1.32) d 
1.81 
 
3.98 (1.49) e 
1.54 
 
3.53 (1.31) e 
1.68 
 
1.91 (1.15) d 
-0.25 
 
3.86 (1.36) e 
1.17 
 
5.09 (1.54) d 
3.15 
 
Note: Higher mean scores indicate less positive ratings. Means in the same column that do not shared 
subscripts differ at p < .005 in the paired-sample t test comparison. Cohen’s d compares self-versus-target 
ratings. High d values indicate that the respondent rated greater incompatibility between self and target. 
 
 
All three clinical targets obtained significantly lower effectiveness ratings than “yourself” 
and “a member of the public,” (t statistic ranged from 8.02 to 23.67, all p <.001) with a person 
with schizophrenia and a person with borderline personality disorder rated as equally ineffective. 
All targets had significantly different ratings of safety. A person with schizophrenia and a person 
with borderline personality disorder were rated as significantly more dangerous than self, a 
member of the public, and an individual with depression (t statistic ranged from 2.93 to 27.8, all 
p <.001), while an individual with depression was seen as significantly more dangerous than self, 
but less dangerous than a member of the public. A person with BPD was rated as most 
dangerous. 
All targets obtained significantly different ratings of understandability. Individuals with 
BPD and schizophrenia were seen as less understandable (t statistic ranged from t statistics 
ranged from 8.33 to 19.82, all p <.001) than “yourself” and “a member of the public,” while an 




but more understandable than “a member of the public” (t= 6.21, p <.001). A person with 
schizophrenia was rated as least understandable. All three clinical targets were scored as 
significantly more worthy than both “yourself” and “a member of the public” (t statistic ranged 
from 2.81 to 7.34, all p <.05), with an individual with depression rated as the most-worthy. 
Ratings on the self-worthiness scale were significantly correlated with symptoms of depression 
and anxiety, p < .01. 
Consistent with H2c, level of disidentification (defined by ratings of similarity and 
desirability) significantly varied across clinical targets, with “a person with schizophrenia” seen 
as least similar to self, and “a person with borderline personality” as least desirable. An 
individual with schizophrenia (t (325) = 17.322, p <.001) and an individual with BPD (t (326) = 
14.93, p <.001) were both rated as significantly less similar (to the participant) than a member of 
the public. An individual with depression and a member of the public did not significantly differ 
t(326) = 1.14, ns, though an individual with depression was rated as slightly more similar to self 
than a member of the public. All three clinical targets were rated as significantly less desirable (t 
statistic ranged from 2.34 to 20.68, all p <.05) than “yourself” and “a member of the public,” 
with an individual with BPD rated as the most undesirable (followed by a person with 
schizophrenia). 
Lastly, individuals with lived experience of mental health challenges (defined as an 
endorsement of engagement in mental health treatment for one or more reasons; Table 15) 
evidenced less disidentification (defined here by ratings of similarity) with clinical targets than 
those without lived experience (t= 2.68, p = .008). However, when looking at each clinical target 
individually, the only significant group difference was found for the depression target, with 




than those without lived experience (t= 3.69, p < .001). No significant difference was found 
between groups when looking at an individual with borderline personality disorder (t= 1.76, p = 
.08) or schizophrenia (t= 1.49, p = .14), though individuals with lived experienced trended 
toward less disidentification (compared to those without lived experience) in both cases. These 
findings provide partial support for this portion of H2c –“compared to participants who do not 
endorse lived experience of mental illness, individuals with lived experience will report self as 
less dissimilar to patients with schizophrenia, and more dissimilar to patients with depression 
and borderline personality disorder.” 
Overall, participants generally viewed themselves more positively than all the targets, 
with the exception of worthiness, where participants viewed clinical targets as significantly more 
worthy than both self and a member of the public. Further, participants viewed themselves as 
more comparable to “a person with depression” than “a member of the public” in terms of 
understandability and similarity, but not in respect to desirability, safety, worthiness, or 
effectiveness. The greatest discrepancies occurred with the similarity-dissimilarity rating of “a 
person with schizophrenia” and a “person with BPD;” here, participants viewed themselves as 
very incompatible to both these targets. Further, 47% of students described themselves as very 
dissimilar (rating of 6 or 7) to a person with schizophrenia, and 24% described an individual with 
borderline personality disorder as very undesirable (rating of 6 or 7). 
Table 15.  Participants Lived Experience and Personal Treatment Engagement 
 
 N Percentage (%) 
Personal Treatment 267 80.7 
Psychotherapy 240 72.5 
Medication Management 124 37.5 
Reasons for Seeking Treatment 252  
Addiction 9 2.7 




Anxiety 166 50.2 
Interpersonal Challenges 62 18.7 
Romantic/Family Concerns 81 24.5 
Depression 132 39.9 
Psychosis 0 0 
Emotion Regulation 28 8.5 
Domestic Violence 8 2.4 
Sexual Assault 27 8.2 
Trauma 47 14.2 
Substance Use 9 2.7 
Nightmares 8 2.4 
Grief and Loss 37 11.2 
Job/School Concerns 40 12.1 




Engaging in Treatment2 
  
Lack of Time 110 33.2 
Financial/Insurance Reasons 95 28.7 
Confidentiality Concerns 38 11.5 
“I don’t need MH treatment” 20 6.0 
“I can apply interventions on 
my own” 
25 7.6 
Disclosure of MH Treatment3 252  
To Friends 233 91.7 
To Family 221 87.7 
To Classmates 196 76.9 
To Professors 128 50.2 
1only completed by those who endorsed a history of mental health treatment other than organized peer 
support (n = 254); percentage based on the entire sample size 
2 only completed by those who endorsed experiencing MH concerns for which they did not seek 
professional treatment; percentages based on the entire sample 
3only completed by those who reported engaging in MH treatment 
 
Individual Level Variables. Table 7 presents the distribution of individual level variables. 
 
On average, students endorsed mild symptoms of depression (M=1.85, SD=.85) and anxiety 
(M=1.77, SD=.86). Sixteen and 32% of students endorsed clinically significant symptoms of 
anxiety (Spitzer et al., 2006) and depression (Björgvinsson et al., 2016), respectively. Further, 




agreement with disclosing one’s own mental health challenges (M=2.88, SD=.89). Overall, 
students reported experiencing some associated stigma (M=2.35, SD=.83), and reported 
receiving few stigmatizing messages from professors (M=1.74, SD=.86). On average, students 
reported a level of personal contact equivalent to that of “a family friend with SMI.” Lastly, 
students who completed an SMI placement expressed slight agreement that these placements 
incorporate recovery oriented principles (M=3.4, SD=1.08). 
Table 7. Distribution of Individual Level Variables 
 
 Possible 
                                                               Range  
N Mean SD 
Center for Epi Studies Depression 1-4 324 1.85 .85 
Clinician Associated Stigma Scale 1-4 109 2.35 .83 
General Anxiety Disorder-7 1-4 327 1.77 .86 
Level of Contact Report 1-12 329 7.0 2.8 
Oldenburg Burnout Inventory 1-4 325 2.88 .89 
Opening Minds Scale-Factor 2 1-5 329 2.76 1.03 
Recovery Self-Assessment 1-5 138 3.4 1.08 
Student Messages from Professors 1-5 326 1.74 .86 




Bivariate Correlations: Program Level 
 
Table 8 presents bivariate correlations between the main attitudinal measures and 
program level variables. When examining the SMI focus composite score, only one attitudinal 
dimension was significantly correlated and this relationship was in the opposite direction as 




regarding civil rights (r= .137, n = 287, p <.05). This finding remained consistent when item- 
five (attitudes toward involuntary hospitalization) of the civil rights restriction measure was 
excluded (r= .136, n = 286, p <.05). Greater restriction of civil rights was also significantly 
correlated with more SMI course offerings (r= .128, n = 287, p <.05), more faculty with SMI 
interests (r= .143, n = 287, p <.05), and more SMI related clinical opportunities (r= .117, n = 
287, p <.05). Lastly, students in CBT oriented programs had significantly more restrictive 
attitudes compared to students from “other” oriented programs (psychodynamic, integrative, or 
eclectic; r= -.118, n = 287, p <.05); this finding was also in the opposite direction as 
hypothesized (H1). This finding also remained consistent when item-five of the civil rights 
measure was excluded (r= -.120, n = 294, p <.05). Attitudes toward involuntary hospitalization 
was not significantly correlated with program orientation. Program theoretical orientation was 
not significantly correlated with other attitudinal dimensions. 
Greater stereotype endorsement was significantly correlated with more SMI faculty (r= 
 
.154, n = 282, p <.01), more SMI focused courses (r= .151, n = 282, p <.05), and more SMI 
focused clinical opportunities (r= .131, n = 282, p <.05). Intended social distancing behaviors 
and recovery knowledge were not significantly correlated with any program level factor. 
Opportunity for student exposure to recovery oriented approaches was also not significantly 
correlated with any outcome variables. 
Table 8. Bivariate Correlations Between Program Level Variables and Stigma Measures 
 














SMI Courses .151* .128* .089 .033 





Clinical Opportunities .131* .117* .110 .085 
Composite SMI Focus .094 .137* .113 .026 
Program Orientation .013 -.118* -.022 -.018 
 
Note. For purposes of correlational analyses, Program Orientation was coded “CBT” = 0 and “other” 
(psychodynamic, integrative, eclectic) = 1. Composite SMI Focus includes the number of faculty 
members that identify SMI as a primary research area or clinical interest (“SMI Faculty”); the number of 
doctoral courses offered specific to SMI, recovery, or stigma (“SMI Courses”); number of clinical 
opportunities available to students that involve work with individuals with SMI (“Clinical 
Opportunities”); and opportunity for student exposure to recovery oriented approaches and settings 
(“Rehab Exposure”).  * refers to p <.05, ** refers to p < .01 
 
 
Bivariate Correlations: Individual Level Variables 
 
Table 9 presents bivariate correlations between the main attitudinal measures and 
individual level variables. In regard to gender, our hypothesis (H2a) was not supported: no 
significant differences were found between genders across any of the attitudinal dimensions. 
Exploratory analyses yielded some significant group differences based on sexual orientation, 
religion, income of family of origin, and age. Queer students endorsed significantly less 
restrictive attitudes (r= -.141, n = 325, p <.05) and fewer stereotypes (r= -.113, n = 325, p <.05) 
than heterosexual students. Older students and atheist/agnostic students had significantly greater 
recovery knowledge compared to their younger (r= .173, n = 320, p <.01) and religious (r= 
.136, n = 320, p <.01) counterparts. Lastly, students from households (family of origin) with 
higher income endorsed more intended social distancing behaviors than those with lower income 
(r= .163, n = 216, p <.05). All other demographic related findings were non-significant, 
including race/ethnicity across all attitudinal dimensions. Further, geographic region of students’ 
program was not significantly correlated with attitudes. 
Consistent with hypothesis H2b, greater levels of burnout and disidentification were 




stereotype endorsement, greater civil rights restrictions, greater intended social distancing, and 
less recovery knowledge. Also consistent with hypotheses, more negative attitudes toward 
personal disclosure was significantly correlated with more stereotype endorsement, greater 
intended social distancing, and less recovery knowledge. With that, actual reported disclosure of 
mental health treatment (to friends, family, colleagues, or professors) was not significantly 
correlated with attitudes. Associative stigma was only assessed in those who reported completing 
an SMI specific placement (n=109) – amongst this sub-sample, associative stigma was not 
significantly correlated with attitudes. With that, greater associative stigma was associated with 
fewer reported recovery oriented practices (within an SMI focused practicum site; RSA-R), and 
more negative attitudes around personal help-seeking and self-disclosure (OMS). 
Students interested in clinical or research work focused on individuals with SMI 
endorsed significantly fewer negative stereotypes, less intended social distancing, and greater 
recovery knowledge compared to students who did not endorse an interest in this area (see Table 
9 for statistics). 
 
Table 9. Bivariate Correlations Between Individual Level Variables and Stigma Measures 
 














Race/Ethnicity .025 .043 .086 -.098 
Sexual Orientation -.113* -.141* -.104 .064 
Religion -.051 -.082 -.078 .136* 
Income .048 .061 .163* .053 
Age .001 -.001 -.032 .173** 





Disidentification .694** .272** .331** -.149** 
Personal Disclosure .132* .058 .180** -.132* 
Associative Stigma1 -.025 -.155 -.058 -.008 
Research Interest -.114* -.016 -.152** .193** 
Clinical Interest -.130* -.046 -.223** .152** 
 
Note. For purposes of correlational analyses, race was coded “White” and “People of Color”; Sexual 
Orientation was coded “Heterosexual” and “Queer;” Religion was coded “Religious” and 
“Atheist/Agnostic;” “Income” is from family of origin. 1 associative stigma scale was only completed by 
those who reported completing an SMI focused site (n=109 [33%]). * refers to p < .05, ** refers to p < 
.01 
 
Bivariate Correlates: Individual Level, Experiential Variables 
 
Table 10 presents bivariate correlations between the main attitudinal measures and 
individual level, experiential variables. In regard to personal contact (LOC), hypothesis (H3a) 
was partially supported: LOC was negatively correlated with intended social distancing (r= - 
.154, n = 327, p <.01), but was not significantly correlated with civil rights restrictions, 
stereotype endorsement, or recovery knowledge. 
Consistent with hypothesis (H3b), recovery knowledge was significantly correlated with 
lower stereotype endorsement (r= -.190, n = 321, p <.001), fewer restrictive attitudes r= -.276, n 
= 325, p <.001), and less intended social distancing behaviors (r= -.380, n = 324, p <.001). 
Further, for students who completed an SMI specific placement, their perspective on the site’s 
integration of recovery oriented principles was associated with burnout, with greater integration 
correlating to less burnout (r= -.199, n = 107, p <.05). Students who completed more clinical 
placements endorsed significantly more stereotypes (r= .188, n = 324, p <.05) and greater 
recovery knowledge (r= .211, n = 324, p <.01) compared to those with fewer clinical 




recovery knowledge (r= .222, n = 327, p <.01), but not significantly associated with other 
attitudinal outcomes. Students who participated in SMI specific research endorsed significantly 
fewer intended social distancing behaviors (r= -.136, n = 323, p <.05) and had significantly 
greater recovery knowledge (r= .162, n = 320, p <.01). The amount of SMI courses completed 
was not significantly correlated with attitudes. Taken together our hypothesis (H3b) that 
participants with greater SMI specific academic involvement will endorse fewer negative 
attitudes received partial support. Further, students who reported receiving more negative 
messages from faculty regarding work with SMI endorsed fewer stereotypes (r=-.164, n = 327, p 
<.05) and greater intended social distancing (r= .119, n = 327, p <.05). 
 
Lastly, we did not find support for H3c: engagement in one’s own’s treatment was not 
significantly correlated with attitudes. Further, personal symptoms of depression were correlated 
with more restrictive attitudes toward civil rights, but not significantly correlated with other 
attitudinal dimensions and personal symptoms of anxiety was not significantly correlated with 
attitudes. 
 
Table 10. Bivariate Correlations Between Experiential Level Variables and Stigma Measures 
 














Clinical Placements .188* -.062 .027 .211** 
SMI Placement .020 .007 -.072 .222** 
Acute Setting .015 .047 .197* -.160* 
SMI Courses .016 .068 -.074 .106 
SMI Research -.101 -.072 -.136* .162** 







-.165 .068 -.122 .179 
















Professor Stigma -.164* .019 .119* -.107 
Note. 1 Recovery Self-Assessment (provider version) was only completed by those who reported 





ICC results indicated that program explained only a small percentage (8% on average) of 
the variation in outcomes (Hox, 2010; Gelman & Hill, 2007) and initial analyses found that the 
inclusion of program did not significantly change the estimates of the regression models. 
Therefore, program was not included as a random effect in the mixed models and random effects 
were not used in the models presented below. 
For the first regression (criterion variable: SDS, clinical targets), the predictor variables 
were SMI faculty, SMI clinical opportunities available to students, sexual orientation, number of 
clinical placements completed, professors’ stigma (student survey), burnout (OBI), attitudes 
toward personal disclosure (OMS), clinical interest in SMI, research interest in SMI, and 
recovery knowledge (RKI). The model was significant overall, F (7, 262) = 5.02, p < .001 
(Table 11). (Greater) recovery knowledge emerged as the most robust predictor of (lower) 
stereotype endorsement. (More) SMI faculty, (higher) burnout, and (more) clinical placements 
completed were also significant predictors of greater stereotype endorsement (SDS). Further, 




lower stereotype endorsement (SDS). The total variance explained by the model as a whole was 
11.9% (based on the adjusted R2). 
Table 11. Summary of Regression Analyses for Variables Predicting Stereotypes 
 









SMI Clinical Opportunities .536 .530 .082 
Sexual Orientation -2.67 -1.29 -.076 
Burnout .256 .104 .139** 
Personal Disclosure .251 .252 .059 
Clinical SMI Interest -3.74 1.78 -.128* 
Research SMI Interest -.966 2.07 -.030 
Clinical Placements 1.50 .561 .158** 
Recovery Knowledge -.709 .209 -.205** 
Professor Stigma -.347 .151 -.137* 
R2  .119  
F  5.020***  
Note. Stereotypes (SDS) defined by scores from clinical targets. B refers to unstandardized beta. SE refers 
to standard error for unstandardized beta. β refers to standardized beta. * refers to p < .05, ** refers to p < 
.01, ***p < .001 
 
In the second regression (criterion variable: Civil Rights), the predictor variables were 
SMI faculty, SMI clinical opportunities available to students, program theoretical orientation, 
students’ sexual orientation, burnout (OBI), disidentification (SDS-similarity), and recovery 
knowledge (RKI). The model was significant overall, F (5, 273) = 8.88, p < .001 (Table 12). 
(Greater) recovery knowledge emerged again as the most robust predictor of (less) restrictive 




significant predictors of more restrictive attitudes toward civil rights. The total variance 
explained by the model as a whole was 14.6% (based on the adjusted R2). 
Table 12. Summary of Regression Analyses for Variables Predicting Attitudes Toward Civil 
Rights 









Program Orientation -.403 .332 -.074 
SMI Clinical Opportunities .091 .100 .074 
Sexual Orientation -.522 .370 -.079 
Burnout .052 .019 .160** 
Disidentification .142 .041 .193*** 
Recovery Knowledge -.145 .037 -.222*** 
R2  .146  
F  8.876***  
Note. B refers to unstandardized beta. SE refers to standard error for unstandardized beta. β refers to 
standardized beta. * refers to p < .05, ** refers to p < .01, ***p < .001 
 
In the third regression (criterion variable: RIBS), the predictor variables were SMI 
faculty, income of family of origin, burnout (OBI), disidentification (SDS-similarity), attitudes 
toward personal disclosure (OMS), personal contact (LOC), professors’ stigma (student survey), 
clinical SMI interest, research SMI interest, recovery knowledge (RKI) and experience in acute 
settings. The model was significant overall, F (7, 273) = 5.20, p < .001 (Table 13). Once again, 
(greater) recovery knowledge (RKI) emerged as the most robust predictor of (less) social 
distancing behaviors, followed by (higher) burnout predicting more social distancing. (Higher) 




of more intended social distancing behaviors (RIBS). The total variance explained by the model 
as a whole was 35.8% (based on the adjusted R2). 
Table 13. Summary of Regression Analyses for Variables Predicting Intended Behavior 
 









Income .135 .120 .111 
Burnout .067 .027 .261** 
Disidentification .169 .069 .202* 
Personal Disclosure .121 .070 .170 
Level of Contact -.162 .099 -.183 
Professor Stigma -.003 .038 -.008 
Research SMI Interest -.026 .495 -.005 
Clinical SMI Interest -.101 .557 -.033 
Acute Setting .990 .553 .178* 
Recovery Knowledge -.166 .056 -.298** 
R2  .358  
F  5.199***  
Note. B refers to unstandardized beta. SE refers to standard error for unstandardized beta. β refers to 
standardized beta. * refers to p < .05, ** refers to p < .01, *** refers to p < .001 
 
In the fourth and final regression (criterion variable: RKI), the predictor variables were 
age, religion (religious vs. atheist/agnostic), burnout (OBI), attitudes toward personal disclosure 
(OMS), disidentification (SDS-similarity), number of clinical placements completed, completion 
of an SMI placement, clinical SMI interest, research SMI interest, and experience in acute 
settings. The model was significant overall, F (9, 273) = 5.06 p < .001 (Table 14). Completing 




followed by experience in acute settings predicting lower RKI. (Lower) disidentification, and 
clinical interest in SMI were also significant predictors of greater recovery knowledge (RKI). 
The total variance explained by the model as a whole was 20.0% (based on the adjusted R2). 
Table 14. Summary of Regression Analyses for Variables Predicting Recovery Knowledge 









Religion .463 .722 .049 
Burnout -.045 .041 -.083 
Personal Disclosure -.185 .113 -.124 
Disidentification -.192 .095 -.144* 
Clinical Placements .070 .251 .022 
SMI Placement 2.87 .825 .259** 
Acute Setting -2.169 .850 -.194* 
Clinical Interest SMI 2.167 .781 .162* 
Research Interest SMI 1.07 .801 .113 
R2  .200  
F  5.06***  
Note. B refers to unstandardized beta. SE refers to standard error for unstandardized beta β refers to 




The relationship between professional contact with SMI and intended social distancing 
behaviors was significantly moderated by contact with those in acute stages of illness (defined by 
experience on acute inpatient or emergency settings) (b= 1.82, t(162) = 2.07, p = .039). For those 




intended social distancing (b = -1.58, t(162) = -2.13), whereas for those with experience in acute 
settings, the clinical experience – social distancing relationship was not statistically significant, b 
= 0.24, t(4996) = .508. This variable did not significantly moderate the relationship between SMI 
clinical experience and other attitudinal dimensions. Taken together, these results provide partial 
support for hypothesis H3a – “participants with disproportionate contact with those in acute 
stages of psychotic illness (defined by treatment setting) will endorse more negative attitudes 
compared to those with other forms of clinical contact.” 
The second moderation within hypothesis H3a –“the relationship between attitudes and 
professional contact will be moderated by training model, with professional contact within a 
recovery-oriented treatment setting resulting in more positive attitudes than professional contact 
within a medical model” – could not ultimately be examined. Direct questions on site specific 
training model were not included in the survey. Further, some data on sites’ recovery orientation 
(RSA-R) was collected, but only for participants who reported completing an SMI specific 
placement (n=140 [43%]), and for those completing more than one SMI placement, this data 




Chapter 10: Discussion 
 
Stigma amongst mental health providers creates additional barriers to recovery and 
impacts the quality of care provided to patients (Clement et al., 2015; Kadri & Satorious, 2005). 
As such, there is a clinically significant need for research aimed at developing a better 
understanding of factors that contribute to the development and maintenance of negative 
attitudes held amongst providers. Research on clinician stigma continues to grow and provide 
insight into associated factors to inform stigma interventions amongst some clinicians. Still, this 
research has not established a deep understanding of factors specific to each sub-discipline of 
mental health, and across each stage of professional development. 
More specifically, research on clinical psychologists and clinical psychology trainees 
remains quite limited. For the case of the clinical psychology doctoral student, this understanding 
has several significant implications, both systemic and clinical. On a systems level, insight into 
program and experiential-based factors that inform attitudes could be used to reform clinical 
psychology training, curricula, and/or requirements for clinical practicum sites. 
Though research suggests that training opportunities in clinical psychology focused on 
SMI have increased since the early 1990s, experts in psychiatric rehabilitation highlight that 
many training deficits remain (Reddy et al., 2010Mueser et al., 2013) and research assessing the 
state of SMI training has not been reported in over a decade. Further, student interest in work 
with this population remains limited, likely contributing to the continued underrepresentation of 
clinical psychologists in service provision for those with SMI (Mueser et al., 2013). 
Insight into associations between students’ attitudes and student and training level factors 
could provide valuable guidance for overcoming barriers to increase student interest and 




work with SMI is important for three, clinically (and ethically) significant reasons: (1) 
psychologists can make unique contributions to this work, such as bridging research and 
practice, and psychological testing (for a more comprehensive review of such contributions, see 
Roe et al., 2006); (2) attitudes of clinical psychologists may compare favorably to other sub- 
disciplines of mental health (e.g., Peris et al., 2008; Nordt, Rössler, & Lauber, 2006); (3) clinical 
psychology is failing in its responsibility to serve those in the greatest need of high-quality 
services (World Health Organization, 2008; Levant, 2005). 
In addition to providing valuable insights to help increase the presence of clinical 
psychology in this work, an understanding of factors related to students’ attitudes could 
inform efforts aimed at improving attitudes of those that do engage in work with SMI. If 
effective, interventions targeting students and novice clinicians could improve attitudes and 
decrease associated drivers of stigma, and in turn, improve clinical care and patient outcomes. 
Interpretation of Results 
Stage one. Overall, the current state of SMI training in U.S. based clinical psychology 
doctoral programs has seen little to no growth or expansion over the last decade (Reddy et al., 
2010). The presence of SMI focused faculty, courses, research, and clinical training opportunities 
have remained relatively constant, with the exception of a few areas of potential growth (e.g., 
overall availability of SMI specialized courses) and reduction (e.g., some select training 
opportunities). 
Results suggest that the substantial increase in SMI focused faculty seen between 1993- 
2008 (Reddy, et al., 2010) has since plateaued. Despite this stagnation, the presence of SMI 
interested faculty still appears to impact training and program attitudes (as defined by DCTs 




and were more likely to identify factors that encourage the development of SMI focused training 
resources. Since Reddy and colleagues’ participants included both DCTs and other delegated 
professors (who may have included SMI-interested faculty), they were cautious to interpret this 
latter finding in their own study. With that, as the present study specifically requested that DCTs 
complete the survey, less interpretative limitations are present; this finding provides support for 
the reasonable expectation that the presence of SMI focused faculty increases program level 
appreciation for SMI training and potential career opportunities. 
Results suggest small growth in the number of available courses on SMI focused 
psychopathology, treatment, sociology, or services over the last decade (7% increase from Reddy 
et al., 2010). Despite these small increases, there remains a paucity of courses on mental health 
sociology (e.g., stigma), systems, and policy. Further, consistent with previous examinations, it 
remains notable that coursework on biological and pharmacological treatments for SMI are more 
widely available than courses on psychosocial treatments. Lastly, the percentage (22%) of 
programs reporting ongoing research groups or seminars focused on SMI has remained the same. 
DCTs reported a range of SMI involved clinical skills and settings available for 
practicum training. Overall, the range and availability of these opportunities has remained 
consistent over the last decade. With that, small reductions were noted in SMI specific 
psychological assessment, program management and policy work, and training at administrative 
and consumer agencies. Similarly, compared to Reddy and colleagues, fewer programs reported 
that students have substantial exposure to recovery oriented skills (24% decrease). Though these 
figures may represent genuine declines in training, they may also be explained by differences in 
participants’ knowledge based (i.e., SMI focused faculty may have more knowledge of recovery 




Taken together, these findings provide continued support for the hypothesis that 
limitations in training and education may create a barrier to psychology trainees choosing SMI- 
focused careers. More specifically, noticeable deficits in training specific to psychiatric 
rehabilitation may create barriers to trainees considering and/or pursuing SMI related careers in 
recovery oriented settings. With that, results also suggest that SMI training opportunities do in 
fact exist. Thus, in concordance with Reddy and colleagues’ assertion, if doctoral students are 
completing their training with no exposure to this work and uninterested in SMI focused 
careers5, choice is also at play. 
Factors potentially informing these choices were examined in stage-two. From this 
analysis, results suggest that student participants uninterested in an SMI focused career are most 
often interested in working with another population. Though these interests are likely informed 
by multiple factors (e.g., a genuine interest in another clinical group), they may, in part, be 
related to training variables that were also frequently identified as deterrents to work with SMI 
(i.e., lack of SMI experience, lack of systemic knowledge, and feeling ill-equipped for the unique 
challenges of this population). As such, though choice is certainly relevant, the interplay between 
choice and training is complex and worthy of future, specific examination. 
Stereotype Endorsement and Disidentification. Findings suggest that individuals with 
schizophrenia are viewed by clinical doctoral students as considerably less understandable than 
individuals with other mental illnesses, while persons with borderline personality disorder are 
perceived as more dangerous and less worthy. Individuals with schizophrenia and borderline 
personality disorder are seen as equally ineffective. Participants generally viewed themselves 
more positively than all the targets, with the exception of worthiness, where participants viewed 
 
5 Over the last decade, the percentage of programs graduating at least one student with a primary interest in SMI 




clinical targets as significantly more worthy. This finding on worthiness may be partially 
explained by participants’ symptoms of depression and anxiety (p < .01). 
Level of disidentification varied across clinical targets, with an individual with 
schizophrenia seen as least similar to self and an individual with borderline personality disorder 
seen as least desirable; this finding is consistent with Servais and Saunders (2007) examination 
of psychologist’s attitudes. This process of disidentification may serve as a means of maintaining 
or enhancing one’s self-esteem, or self-perception as a competent professional (Servais & 
Saunders, 2007). As such, one may imagine that students, with less training and self-confidence, 
would have higher rates of disidentification than more seasoned psychologists. However, though 
variations between clinical groups were consistent across studies, our sample of doctoral students 
described lower levels of disidentification with each clinical target compared to Servais and 
Saunders’ psychologists. This finding invites consideration of additional factors contributing to 
the process of disidentification. For instance, overly rigid distinctions between “them” and “us” 
may (defensively) intensify over time as a response to a persistent sense of incompetence stirred 
in clinicians working with those with psychosis or personality disorders. 
Importantly, although disidentification was lower amongst this sample of students, very 
negative responses were still endorsed by a portion of participants. Nearly half considered a 
person with schizophrenia as very dissimilar to themselves, and one fourth considered a person 
with borderline personality disorder as very undesirable. These findings may imply that from 
early on, training may communicate or enhance negative attitudes by emphasizing the clinician 
as expert, moving away from the acknowledgement that “…we are all much more simply human 
than otherwise…” (Sullivan, 1947). This finding may also be explained by individual level 




contact. For example, some may be drawn to this profession, in part, by a (conscious or 
unconscious) desire for deeper self-understanding. That desire may be accompanied by a 
profound fear of understanding one’s self, and subsequently lead to a “fear” of understanding 
one’s patients (Karon, 1990). Others may be drawn to the field by a neurotic need to repair 
(Sedlak, 2019) that is then frustrated by the challenge to do so, subsequently increasing stigma 
through a projection of one’s own sense of incompetence or personal psychological difficulties. 
Further, participants with lived experience of mental health challenges were significantly 
less likely to rate clinical targets as dissimilar to themselves, compared to those without lived 
experience; this finding is consistent with Harris et al,’s (2016) examination of V.A. mental 
health providers with and without lived experience. With that, when looking at each clinical 
target individually, this finding was largely driven by differences with the depression target 
(findings for schizophrenia and borderline personality disorder were trending but ns). Notably, 
40% of our sample reported depression as a reason for seeking treatment, while no students 
reported seeking treatment for psychosis, 9% for emotion regulation, and 19% for interpersonal 
challenges (Table 15). This finding does not support the hypothesis that students may 
defensively distance themselves from shared experiences with patients (e.g., depression), but 
instead, our sample appeared to endorse relatively accurate experiences of similarity. 
Training Predictors. Overall, no support was provided for hypothesis one – greater program 
focus on SMI, as well as its sub-components, were significantly associated with more negative 
student attitudes (specifically stereotypes and civil rights restrictions). This finding raises 
interesting questions around the type of SMI training students receive and the faculty and 
supervisors who train them. What type of research are these faculty conducting (e.g., 




associated teachings (e.g., recovery vs. medical)? What form of clinical training are students 
receiving when it comes to individuals with SMI (model, level of acuity, etc.)? 
The present study provides support that greater recovery knowledge predicts fewer 
negative attitudes amongst doctoral students (discussed more below). Alongside this finding, our 
data suggests that students continue to have more training in traditional medical models 
compared to recovery oriented, and more access to courses on pharmacological treatment 
compared to psychosocial interventions. Further, it is reasonable to assume that SMI courses are 
taught by SMI faculty and largely informed by their specific conceptualizations and expertise. 
Taken together, these findings suggest that mere exposure to general SMI training is insufficient, 
and that the type of training in SMI may be crucial in determining students’ attitudes. 
Research suggests that biomedical approaches to mental health negatively impact 
attitudes toward those with mental illness amongst the general public (Schomerus et al., 2012). 
Though research is yet to specifically examine whether clinicians’ and students’ attitudes are 
associated with training model, it is reasonable to assume that they may negatively affect some 
aspects of stigma for clinicians. This assumption is further supported by research demonstrating 
a relationship between recovery knowledge and aspects of clinicians’ stigma (Knack, Mantler, & 
Szeto, 2017; Harris et al., 2016). With that, future research is needed to specifically examine the 
formation of these dynamics. 
Lastly, the final component of hypothesis-one was also not supported by the data. 
 
Students from CBT programs had significantly more restrictive attitudes compared to students 
from “other” oriented programs. This finding may be explained by a greater presence of medical 
model faculty members within CBT programs, and/or the ways in which CBT and medical 




Further, this may be explained by general differences in contemporary conceptualizations of 
suffering, illness, and therapeutic process seen between CBT and psychodynamic theory and 
practice. For instance, the relational psychodynamic emphasis on a “two person psychology” 
(Mitchell & Aaron, 1999) may de-emphasize the clinician as “expert,” inviting consideration of 
commonalities and decreasing paternalistic attitudes.6 With that, the exact mechanisms of these 
relationships are likely complex and should be parsed out in future research. 
Sociodemographic Factors. Queer students endorsed lower stereotype endorsement and fewer 
restrictions of civil rights than heterosexual students; however, sexual orientation was not found 
to significantly predict these attitudinal dimensions. Similarly, students from households with 
higher incomes endorsed more intended social distancing, though this did not significantly 
predict these behaviors. These findings may provide support for Cortland and colleagues (2017) 
claim that highlighting shared experiences of discrimination may improve intergroup outcomes 
between marginalized groups across different dimensions of social identity. Other 
sociodemographic characteristics (e.g., race, gender) were not significantly related to attitudes. 
With that, given that this sample consisted predominately of white ciswomen, future research 
should aim to examine these relationships with a more diverse sample. 
Regression Analyses. When looking across all four attitudinal dimensions, (lower) recovery 
knowledge, (greater) burnout, and (greater) disidentification emerged as the most robust and 
consistent predictors of negative attitudes. These findings are consistent with previous research 
examining clinicians’ stigma (Corrigan et al., 2019; Harris et al., 2016; Levey & Howells, 1995) 
and provide evidence that these factors play a significant role in forming (and/or perpetuating) 
 
 
6 The hypothesis that engagement in one’s own therapy (which is more common amongst students in 
psychodynamic programs compared to CBT; Norcross, 2005), would positively impact attitudes was not supported 




attitudes at early stages of career development. When considering civil rights restrictions, these 
were the only significant predictors. 
Stereotype Endorsement. In addition to recovery knowledge and burnout, stereotype 
endorsement (SDS), was also significantly predicted by more SMI faculty and more clinical 
placements. This may be explained by the discussion above, emphasizing the importance of the 
type of SMI faculty and training students are exposed to – e.g., categorical distinctions of 
diagnoses are highly emphasized within the medical model and these distinctions may facilitate 
the process of “othering” through creating an “us” vs. “them” mentality (Servais & Saunders, 
2007). Further, a clinical interest in SMI was found to significantly predict lower stereotype 
endorsement, while research interest did not. This finding raises similar, interesting questions 
around the specifics of training in these domains. For instance, it is possible that those with 
clinical interests in SMI have obtained more recovery oriented training, while participants with 
research interests primarily focus on neurobiological underpinnings of psychosis. Alternatively, 
those focused on research may be more emotionally removed from the human experience of SMI 
(either as a bi-product of less clinical contact within research, or possibly as a defensive process 
that leads one to engage in research), and thus, more stigmatizing. 
Intended Social Distancing. In addition to recovery knowledge, burnout, and 
disidentification, greater intended social distancing behaviors (RIBS) were significantly 
predicted by clinical experience in an acute setting. This finding is consistent with previous 
research showing that professionals working in inpatient settings hold more negative attitudes 
(Hansson et al., 2011). Though these previous findings may be partially explained by the 
clinician’s illusion (Cohen & Cohen, 1984), this dynamic is unlikely the explanatory force with 




of biomedical models within acute settings. Further, novice clinicians working in acute care 
settings may not have the opportunity to engage with those in recovery, resulting in a limited 
understanding of what it means to have a serious mental illness. Additionally, without adequate 
education and supervision on recovery, course of illness, and explicit dialogue around stigma and 
stereotypes, trainees’ exposure to those in acute stages of illness may naturally perpetuate public 
stigma. 
Recovery Knowledge. When examining recovery knowledge as an outcome variable, 
disidentification was yet again a significant predictor (less disidentification, more recovery 
knowledge). Further, though completing an SMI specific placement significantly predicted 
greater recovery knowledge, completing a placement in an acute setting predicted less recovery 
knowledge. Lastly, clinical interest in SMI was a significant predictor of greater recovery 
knowledge, while research interest was not. This finding provides greater support for the 
potential moderating effect of recovery knowledge (and training model more broadly) when 
considering the relationship between SMI experience and attitudes. 
Conclusions and Implications 
 
Doctoral level training in SMI has seen little growth or expansion over the last ten years. 
 
Students endorsed several factors that deter them from engaging in SMI work, some of which 
should be used to inform training modifications – most specifically, lack of systemic knowledge 
and experience in relevant interventions. For instance, programs should aim to include: (1) more 
coursework on psychosocial treatment techniques specific to SMI (this increase may occur 
alongside a decreased emphasis on pharmacological interventions); (2) more recovery oriented 
coursework material, including an emphasis on systems, sociological, and policy pertinent to 




should aim to dispel misconceptions of SMI by actively promoting beliefs in recovery and 
promoting curiosity about one’s potential tendency to disidentify with patients’ experiences. 
Although training limitations may create barriers to psychology students’ choosing SMI- 
focused careers, additional dynamics appear to inform students’ attitudes and potentially related 
career decisions. For one, the presence of SMI faculty was associated with increased SMI 
training opportunities, but also associated with increased negative attitudes amongst students. 
Similarly, some SMI training (e.g., acute settings) appears to have undesirable effects on student 
attitudes. Taken together, these findings serve as a call to action for SMI focused faculty and 
training staff to examine their role in instilling and perpetuating bias. This perpetuation may be 
driven by the models and assumptions informing their work. 
This sample of doctoral students endorsed lower rates of disidentification than Servais 
and Saunders (2007) sample of psychologists. With that, students still considered themselves as 
distinctly different from individuals with schizophrenia and considered individuals with 
borderline personality disorder as undesirable. Additionally, although students expressed slight 
disagreement with attitudes regarding civil rights restrictions and intended social distancing (on 
average), negative attitudes were still reported. These attitudes may not only deter students from 
working with individuals with SMI but deter those with mental health difficulties from seeking 
services for fear of negative reactions (Clement et al., 2015; Servais & Saunders, 2007). Further, 
these attitudes may perpetuate public stigma, and continue the cycle of instilling bias for future 
generations of psychologists. 
Burnout, disidentification, and recovery knowledge were found to be robust and 
consistent predictors of stigma. Moving forward, the following are imperative: (1) increasing 




disidentification through training (e.g., de-emphasizing psychologist as expert [Servais & 
Saunders, 2007]), and individual level student interventions (e.g., targeted supervision aimed at 
exploring the need to “other” the experience of one’s patients and increasing tolerance of not 
“curing” one’s patients [Sedlak, 2019]); (3) increasing recovery knowledge through expanding 
coursework and access to recovery oriented supervision and clinical placements. 
Limitations 
 
This study had some important limitations. Reddy and colleagues (2010), suggested that 
future examinations of training in SMI should expand the sample of interest to stretch beyond 
CUDCP doctoral programs. In accordance, this study included CUDCP programs, as well as 
other APA accredited Psy.D. programs. With that, the response rate obtained for the present 
study is significantly lower than previous examinations (Reddy et al., 2010; Millet & Schwebel, 
1994). This decrease is likely the product of differences in recruitment resources; Reddy and 
colleagues’ were able to obtain a co-signature from the APA’s SMI Task Force, likely increasing 
DCTs attention and willingness to participate.7 
Further, response rates may have been impacted by the specific role of participants – the 
present study requested that DCTs complete the survey, while Reddy and colleagues requested 
that DCTs or another faculty member complete the survey. Given that these delegated members 
may have been SMI focused faculty, differences may have existed both in the likelihood of 
participating, as well as the specifics of participants’ responses (e.g., based on knowledge based); 
taken together, this may account for some of the observed decreases in SMI training. On the 
other hand, given our response rate, it is also possible that programs with more SMI courses and 
faculty were more likely to respond, thus artificially increasing findings on SMI training in the 
 
 




United States. Additionally, it cannot be determined from the present study whether some of 
these low numbers (e.g., SMI focused research group/seminar) are particular to SMI, or are 
universally limited across different clinical groups or populations within doctoral level training 
programs in the U.S. Lastly, given that the majority of respondents were from Ph.D. programs 
(75 of the 87 respondents), comparative analyses between Ph.D. and Psy.D. programs could not 
be responsibly conducted. 
In terms of statistics, there is potential for familywise error, given the number of analyses 
conducted within this study. In terms of measurement, some scales had low internal consistency 
and results should be interpreted with this caveat. Most specifically, when item-five was 
removed from the measure of Restrictions to Civil Rights, internal consistency increased from 
α= .62 to .71. This finding makes sense given the potential conceptual difference between 
attitudes toward involuntary hospitalization (item-five) and attitudes toward other civil liberties 
(e.g., marriage, driving, etc.). Within stage-two, “lived experience” amongst participants was 
defined very broadly (consistent with Harris et al., 2016), including history of help seeking for a 
range of mental or interpersonal difficulties, while clinical targets within the attitudinal 
dimensions were narrowly defined (e.g., someone with schizophrenia). Further, this study was 
cross-sectional, limiting our ability to speak to causal relationships. The study was also based on 
self-report, and participants may have attempted to appear relatively unbiased (and those with 
favorable attitudes may have been more likely to participate). As such, attitudes across all 
clinical psychology doctoral students may be less favorable than those reflected in this sample. 
Moreover, the survey did not inquire about sociodemographic characteristics of the 
patient populations, and thus, we could not examine the role of intersectional bias (e.g., race and 




are serving (e.g., white students serving predominately people of color). Additionally, though our 
sample was demographically reflective of U.S. clinical psychology doctoral students (Borgogna 
et al., 2020; Owens et al., 2020), the homogeneity of the sample limits the ability to examine the 
correlative or predictive role of sociodemographic characteristics on attitudes. Further, the 
survey did not distinguish the specific training model or theoretical orientation of students’ 
clinical placements or classroom teachings. As such, we could not examine the predictive or 
moderating role of training model or (site specific) orientation in shaping attitudes. Similarly, 
though we inquired about SMI clinical and research interest, we did not ask about the specifics 
of these interests and potential training models or theoretical orientations informing them. 
Future Directions 
 
Based on results of this study, there are several areas of research worthy of future 
examination. For one, research should aim to better understand the complex interplay between 
doctoral level training and students’ career decisions. Our results suggest that deterrents to 
engaging in an SMI focused career include both preference and feeling ill-equipped. But, when 
are these preferences informed by feeling ill-equipped vs. having a genuine passion for another 
area of psychology? Further, when and why do students with SMI interests move away from 
SMI focused careers? 
The present study offers important insights around the types of evaluations clinical 
students make of individuals with SMI and factors associated with these evaluations. Future 
research should aim to better understand the origins of these attitudes. For one, the relationship 
between attitudes and the specific nature of SMI training should be evaluated (e.g., recovery vs. 
biomedical, theoretical orientation of specific training). It is possible that training may 




through overemphasizing clinician as expert and stressing the importance of categorical 
distinctions of complex, human experiences. As such, future research should include detailed 
explorations of the nature of students’ training experiences and how they inform attitudes, 
interests, and career goals. This research should include examinations over the course of one’s 
doctoral training in order to better understand the causal function of training and individual level 
variables. Further, research should examine the evolution of individual level defensive processes 
that pre-exist training and may be intensified or assuaged by certain forms of training and/or 
clinical contact (e.g., an increased “fear of understanding” [Karon, 1990] or frustrated neurotic 
needs to repair [Sedlak, 2019] leading to a projection of one’s own sense of incompetence or 
psychological dysfunction). 
This study also provides insight into the ways in which students’ attitudes and associated 
factors differ and converge with those of more seasoned clinicians. Given the many similarities 
found, future interventions aimed at improving attitudes amongst those currently in training may 
be modeled off of clinician based stigma interventions. These interventions should take place 
alongside training reform, not in place of, and include the following: (1) testimonies of those 
with mental illness trained to speak about their experience of illness, recovery, and challenges 
navigating the healthcare system; (2) transformative learning aimed to target unconscious biases 
and dispel myths that may impact clinical care; and (3) an emphasis on recovery and highlighting 
the clinicians’ role in this process (Knack, Mantler, & Szeto, 2017). These interventions should 
aim to establish a sustained, integrated approach to decreasing stigma and must be mandatory 
and/or incentivized (Knack, Mantler, & Szeto, 2017). Further, these interventions should 
consider the specific context of the doctoral student and aim to address burnout and 




promoting curiosity around tendencies to disidentify with patients’ experiences, and expanding 
or modifying student supports (e.g., funded or discounted personal psychotherapy or other 
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